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Abstract

ANALYZING ORGANIZATIONAL COMMITMENT AND THE EFFECT ON JOB
TURNOVER IN NURSE RESIDENTS
Cory D. Church
Dissertation Chair: Susan Yarbrough, Ph.D.
The University of Texas at Tyler
May 2017

This dissertation is an exploration of psychosocial concepts related to the experiences of
a vital health human resource, newly licensed registered nurses. Newly licensed registered
nurses are at risk for leaving their first job within the first year due to the difficulty of
transitioning to practice. The pressure to gain competence and deliver quality care, all while
navigating the workplace environment, can impact their commitment to an organization and the
profession. The reader will notice these concepts threaded throughout the dissertation. While
these concepts are explored in other nursing workforce populations, the researcher determined a
gap in the research on newly licensed registered nurses participating in a nurse residency
program. The first manuscript, Defining Competence and its Relevance to Quality Care in
Nursing, provides a non-traditional analysis of the concept of competence while relating the
focal points of competence to quality care. Organizational Commitment in Newly Licensed
Registered Nurses is the second manuscript in this portfolio dissertation. This manuscript,
written as a literature review, provides insight into the factors that impact organizational
commitment and the implications of the findings. The fourth chapter presents the primary
research project undertaken. Using a national database of a nurse residency program, a
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hypothetical model is tested to determine the effect several antecedent variables have on
organizational commitment. Further analysis reveals the impact organizational commitment has
on turnover intent and actual job turnover. In completing this dissertation, the researcher was
able to contribute to the research on nursing workforce and transition to practice issues.
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Chapter 1
Overview of the Research Study
Context for Doctoral Research Focus
By the year 2025, the nursing shortage will have reached a number higher than any other
shortage in the last 50 years (Buerhaus, Auerbach, & Staiger, 2009). Currently, the aging
workforce in the United States is driving the shortage. Because of the shortage of nurses, the
stressors associated with low staffing can cause nurses to leave the organization and profession
(Park, Gass, & Boyle, 2016). Hospitals may deal with the turnover by increasing the hiring of
part-time or agency staffing, frequently resulting in poor outcomes for organizations and patients
(Ulrich et al., 2010). At the same time, organizations continue to hire newly licensed registered
nurses (NLRNs).
Newly licensed registered nurses are a unique and vulnerable population of the nursing
workforce. Researchers have documented for several decades the transition to practice
experienced by this population of nurses. As NLRNs enter practice, they encounter the reality of
nursing and face a transition shock (Duchscher, 2008). This transition shock results in an
overwhelming array of emotional, physical, intellectual, and socio-developmental experiences
and often results in NLRNs leaving the workforce within the first year. Studies in the last few
years reported a turnover from 5-40% in NLRNs (Cho, Lee, Mark, & Yun, 2012; Kovner,
Brewer, Fatehi, & Jun, 2014; Nei, Snyder, & Litwiller, 2015; Trepanier, Early, Ulrich, & Cherry,
2012; Ulrich et al., 2010; Unruh & Zhang, 2014).
Hospitals are also experiencing turnover and retirement of experienced nurses
underscoring the importance of addressing the alarming statistic of turnover in NLRNs even
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more. Buerhaus, Auerback, and Staiger (2009) reported NLRNs comprise 33% of the nursing
workforce growth in hospital organizations. Considering this statistic and the turnover statistic
reported in the last section, organizations are at risk for facing significant direct and indirect
costs. These costs are detrimental to the health of an organization already feeling the pressures
of decreased reimbursement and quality care mandates.
In response to the growing need to prepare a more competent nursing workforce and deal
with the transition to practice, the Institute of Medicine (2011) recommended establishing nurse
residency programs. Research on nurse residency programs demonstrates promising signs for
organizations, particularly in turnover rates (Ulrich et al., 2010). However, the outcomes of
nurse residency programs require further exploration. The intent of this dissertation was twofold: 1) explore several concepts experienced in the context of a nurse residency program to
determine the effect on a NLRN’s commitment to an organization, and 2) determine if the
NLRN’s organizational commitment affected turnover. The hope in completing this body of
research was that organizations could use the information to understand the complexities of
organizational commitment in NLRNs resulting in a significant impact on turnover.
Introduction of Manuscripts
In the beginning phases of building this program of research, the researcher continuously
discovered the importance of nurse residency programs in developing NLRN competence.
However, the researcher also found competence defined in different ways. The first manuscript
in chapter two, Defining Competence and its Relevance to Quality Care, is a non-traditional
concept analysis of competence and quality care. The article describes focal aspects of
competence derived from several definitions in the literature while relating it to quality care.
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While reading the literature related to the effect of turnover on organizations, the
researcher discovered the need to further explore the current research related to the concept of
organizational commitment in NLRNs and identify the gaps where future research was needed.
The second manuscript found in chapter three, Organizational Commitment in Newly Licensed
Registered Nurses, is a literature review of recently published research of this concept in this
population of the nursing workforce. The third manuscript, Analyzing Organizational
Commitment and its Effect on Job Turnover in Nurse Residents, is a study of several
psychosocial variables and their effect on organizational commitment, intent to leave, and
turnover. The study involved a cohort of NLRNs enrolled in a nationally known nurse residency
program. In completing this dissertation, the researcher filled a gap in the profession’s
knowledge by exploring the complexities associated with organizational commitment while
relating to the larger issue of turnover in newly licensed registered nurses.
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Chapter 2
Defining Competence in Nursing and Its Relevance to Quality Care
Abstract
A consistent definition of competence in nursing is needed considering the significance to
nursing professional development. The author bridges the gap between previous concept
analyses of competence by creating an overarching model, while discussing the relationship to
quality of nursing care. Significance of competence and quality care to nursing professional
development is explored. The author concludes with implications for nursing professional
development practice and research, while highlighting the relevance to professional nursing.
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Defining Competence in Nursing and its Relevance to Quality Care
It has been three decades since nursing first characterized competence. Since then,
vigorous debates of the definition of competence in nursing have ensued. During this time,
nursing has changed dramatically, becoming a technology-enriched profession. The federal
government passed historic healthcare reform, increasing the public’s access to higher quality of
care. Today the nursing profession is encouraging lifelong learning, incorporating evidencebased research into practice, and requiring the delivery of patient-centered care. All of these
changes require a higher level of acceptable practice in the nursing profession, and the public
assumes nurses are competent in the completion of their professional tasks.
The World Health Organization (WHO; Dielman & Harnmeijer, 2006) attributed a lack
of healthcare provider competence to negative patient outcomes. As healthcare becomes
increasingly complex, it is imperative to decrease adverse outcomes by ensuring delivery of safe,
quality care to patients. Nursing faces a challenge with determining how to measure and
maintain competence to provide this level of attention (Smith, 2012). Besides, understanding the
competence development process (Tabari-Khomeiran, Kiger, Parsa-Yekta, & Ahmadi, 2007) and
continuously assessing competence levels of practicing nurses influences quality of care (Axley,
2008). Assessment of competence in nurses helps determine professional development needs,
areas for quality improvement, and is necessary for accreditation by The Joint Commission (TJC,
2016; Meretoja, Isoaho, & Leino-Kilpi, 2004). Neglecting the awareness of competence levels in
staff nurses will have a substantial negative impact on quality and safety of care (Nilsson et al.,
2014).
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Meretoja, Numminen, Isoaho, and Leino-Kilpi (2015) indicate a growing need to assess
continuously the competence of nurses, exacerbated by global nursing shortages and turnovers,
along with contrasts in entry-level competence requirements of migrating nurses. Exposure to
variation in education, health care systems, nursing practice, and culture influences
internationally educated nurses. The WHO (2009) established global standards for the initial
education of nurses but warned these standards are a goal rather than reality. Likewise,
increasing new graduate nurse-to-experienced nurse ratios brings a pressing need to hire and
train competent, confident nurses (Theisen & Sandau, 2013). Hospitals are combating this issue
with the incorporation of transition to practice (TtP) programs for new graduates. Through
simulations, competency assessments, mentorships, and preceptorships, nurses leave these
programs with some degree of confidence that they are competent. Competence of practicing
nurses is a requirement of accreditation bodies and a standard of practice of the American Nurses
Association (ANA, 2010).
The definition of competence in nursing evolved in the last few decades with some
confusion, leaving comprehensive frameworks and models of competence largely unchartered.
While competencies, or competence assessment, are somewhat defined in practice and education,
a widely acceptable conceptualization of competence is not. As nurses struggle to embrace a
standard definition of competence, nursing practice and public expectations continue to change.
These factors lead to the fact that defining competence in practice is an ongoing challenge.
The purpose of this hybrid concept analysis is to examine the transformation of
competence definitions in nursing through prior concept analyses, define quality care in nursing,
and acknowledge the profound relationship between the two concepts. A consolidated definition
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of competence is formed into a comprehensive model. Nursing Professional Development
(NPD) specialists could use each piece of the model, during the evaluation phase, as outcomes
for changes in competence related to the quality of care. The author also explores the
significance and implications for utilizing the two concepts in the nursing professional
development specialty.
Background
Before the 1980s, competence was measured by clinical observation and written
examinations. Shortly after that, state boards of nursing started identifying specific competencies
for graduating nurses and continued competencies for practicing nurses (Tilley, 2008). The
ANA (2010) adopted a position statement on the definition of competence and competency
based on predicted future professional directions regarding the concept. The National Council of
State Boards of Nursing (2009) also put forward a generalized definition of competency and later
applied the entry-level examination standards toward a competency model. This continued
discussion indicates there is still not one thoroughly analyzed and articulated definition of
competence and continuing competencies.
Common Defining Attributes of Competence
The defining attributes of a concept are items, which must be present for an incidence of
the concept to occur (Walker & Avant, 2011). For this analysis, several previous analyses of the
concept of competence were reviewed for consistencies and categorized accordingly (see Table
1). From the similarities arose seven distinct clusters with the following foci: understanding
discipline knowledge; mastery of discipline-specific skills; ability to use sound judgment;
adherence to professional standards; positive interpersonal relationships; situational application
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of skills and knowledge; and outcome evaluation by standards.
Table 1
Cluster Identification of Competence Literature with Relevance to Quality Care
ATTRIBUTES

AUTHORS

CLUSTER
FOCUS
(Competence
depends on…)

RELEVANCE TO
QUALITY CARE
(Defining attributes of
analysis of Quality of
Care)

Access to and
understanding of
discipline
knowledge base

Connoting excellence

Building upon and
integration of knowledge

(Valloze, 2009)

Possession of knowledge

(Smith, 2012; Takase et
al., 2011; Theisen &
Sandau, 2013)

Actions
Building upon Skills
Proficient skills
Clinical skills

Exhibiting mastery
of disciplinespecific skills

Capable of sustainability and
improvement

Skills

(Axley, 2008)
(Valloze, 2009)
(Smith, 2012)
(Theisen & Sandau,
2013)
(Takase et al., 2011)

Critical Thinker
Critical thinking

(Valloze, 2009)
(Smith, 2012)

Meets human needs safely
and efficiently

Professional role model
Professionalism
Professional standards

(Valloze, 2009)
(Smith, 2012)
(Axley, 2008)

Interpersonal
relationships
Interpersonal attributes
Internal Regulation
Attitudes

(Valloze, 2009)

Ability to utilize
sound professional
judgment
Exhibiting respect
for and adherence
to professional
standards
Maintaining
positive
interpersonal
relationships

Personal characteristics,
attitudes, values
Situational, Ongoing,
Context dependent
Dynamic
Complex, ongoing,
dynamic
Outcome

(Smith, 2012)
(Axley, 2008)
(Theisen & Sandau,
2013)
(Takase et al., 2011)
(ANA, 2010)
(Axley, 2008)
(Tabari-Khomeiran et
al., 2007)
(ANA, 2010)

Ability to identify
appropriate
situational
application of skills
and knowledge
Evaluates success
by outcome
measurements
against standards
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Measurable by standards

Capable of sustainability and
improvement

Meets human needs safely
and efficiently

Measurable by standards

Antecedents and Consequences
Smith (2012) identified motivation as a consistent theme of the identified antecedents to
competence. Others considered bona fide work, the process of achieving competence, and
experience (Valloze, 2009) as themes. Tilley (2008) first identified consequences of competence
as improved patient outcomes, clinical judgment, accountability, and self-assessment. Axley
(2008) provided patient safety, higher standards of care, and motivation as consequences.
Valloze (2009) identified empowerment, quality care, improved performance, and effective work
interactions to be consequences of care, while Smith (2012) sided with confidence, safe practice,
and holistic care.
Related Context- Quality of Care
The previous discussion of consequences indicates that quality of care occurs as a result
of competence; supported by the consequences of improved outcomes, higher care standards, and
safe practice. The author discovered the attributes during exploration of the concept. Quality is
defined as characteristics that are positive and excellent; the standard of something as compared
to something of a similar nature (“Quality,” 2014). The American Society for Quality’s
definition is similar, citing that quality is the attribute of a product or the excellent nature of that
product (Barofsky, 2012).
Quality, as a concept, originates from a business and industry-related perspective. An
evolution of quality management started in the 1980s, shifting to the quality of organizational
culture and work teams in the 1990s (McNary, 2008). The federal government adopted a quality
management model in 1987, incorporating efficiency and effectiveness to eliminate waste. Total
Quality Management (TQM) model, starting with inspections, has evolved into quality control
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and later, quality assurance (Gupta, Garg, & Kumar, 2014). Using this model, manufacturing,
engineering, and food industries have developed a sustainable initiative for performance and
process improvement.
Healthcare has adopted quality management, quality improvement, and quality assurance
as frameworks for service. Nurses embraced the Quality Assurance (QA) model, developed The
National Database of Nursing Quality Indicators (NDNQI), and advocated for the Nursing
Sensitive Care measures through National Quality Forum (NQF; Montalvo, 2007; Sheingold &
Hahn, 2014). The Quality and Safety Education for Nurses (QSEN) initiative became a
centerpiece for nursing education and practice. Triple Aim, an initiative to improve quality care,
was introduced in a seminal article by Berwick, Nolan, and Whittington (2008). The WHO
(2006) defined quality as a service that effectively meets individual needs by safely and
efficiently using high standards. The Institute of Medicine (2001) highlighted quality care as
care that is safe, efficient, timely, patient-focused, equitable, and effective. TJC and American
Nurses Credentialing Center (ANCC) now accredit healthcare facilities using quality standards
(ANCC, 2016; TJC, 2016).
Defining Attributes of Quality
Extracting the defining attributes from a literature search, the author discovered recurring
themes. These included: effectiveness and efficiency of the product or process (IOM, 2001),
continuous improvement (Gupta et al., 2014), a statement of excellence (Barofsky, 2012;
“Quality,” 2014), and some form of measurement (Svobodova, 2013). Based on this research,
the author discovered a need to define the quality of care for nurses. The following are the
defining characteristics of quality care in nursing: measurable by standards, connoting
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excellence, capable of sustainability and improvement, and meeting human needs safely and
efficiently.
Relationship of Competence and Quality Care
It was evident in forming a conceptual definition that competence depends on the
presence and mastery of the descriptors present in the Competence Model for Quality in Nursing
(see Figure 1). Also, the competence foci had a complementary fit with the quality of nursing
care defining attributes in the previous concept analysis. The complementary nature of this
relationship suggests a close connection between maintaining a high level of competence and the
ability to offer a higher quality of care in nursing.

Has access to
and
understanding of
discipline
knowledge base
Evaluates
success by
outcome
measurements

Exhibits mastery
of disciplinespecific skills

COMPETENCE

Able to identify
appropriate
situational
application of
skills and
knowledge

Able to utilize
sound
professional
judgment

Exhibits respect
for and
adherence to
professional
standards

Maintains
positive
interpersonal
relationships

Figure 1. Competence Model for Quality in Nursing
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Significance to Nursing Professional Development
Development and measurement of newly-graduated or practicing nurses’ competence,
through TtP programs and learning needs assessments, has profound significance for the nursing
professional development (NPD) specialty. Studies cite the benefits of TtP programs, and
accredited nurse residency programs have shown that newly graduated nurses obtain increased
clinical competence and confidence after participating in these programs (Edwards, Hawker,
Carrier, & Rees, 2015; Welding, 2011). Numminen, Leino-Kilpi, Isoaho, and Meretoja (2015)
defined the transition to practice as a challenge that can either hinder or benefit a newly
graduated nurse’s perception of continued professional development. NPD specialists play a
fundamental role in advocating for support and encouraging nurses to continue gaining
competence.
Assessment of nurses’ educational needs for maintaining competence in practice is a
standard of the NPD specialty (ANA & NNSDO, 2010). NPD specialists can help practicing
nurses understand the value of certain initiatives that measure continued competence (e.g.
individual credentialing, portfolios). However, while NPD specialists can promote and guide
one’s growth and development, it is the individual nurse’s professional responsibility to engage
in continued competence activities to meet demands of the changing healthcare environment.
Implications for Nursing Professional Development
NPD specialists are in a unique position in healthcare organizations to use concepts of
competence and quality care in everyday work. First, the specialty of NPD has an influence on
the development, maintenance, and improvement of TtP programs. For TtP programs to ensure
the goal of competence, competencies may be placed into the program framework. Continuing
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professional development organizations could also be spearheading the effort to develop a way
of evaluating TtP programs. However, there is limited literature about the use of quality care
competencies (e.g. QSEN), competency assessment, and competency-based models in TtP
programs (Sullivan, Hirst, & Cronenwett, 2009).
Second, if TtP programs are ensuring competence, it is vital to continue to measure
outcomes of TtP program graduates using competence assessment tools. Park and Jones (2010)
discovered in an integrative review of the literature of TtP programs that only one study
evaluated competence (in the form of critical thinking and knowledge assessment), while 7 out
of 17 TtP programs overall, measured competence. Currently, several reliable and valid scales
exist for the general evaluation of overall competence in practicing nurses (see Table 2).
NPD departments can design other continued competence programs using competencies
of nursing practice. With these competencies, NPD specialists can target specific gaps in practice
rather than choosing programs around personal interests (Campbell, Silver, Sherbino, Cate, &
Holmboe, 2010). For example, a staff nurse may approach an NPD specialist with a topic of
personal expertise and interest to develop a program or an NPD specialist plans a program
because of their interests, connections, or expertise. Rather, professional development programs
should be designed with consideration of outcomes, or competencies targeting the learning needs
assessment. Competencies can reflect other attributes of competence besides skills and
knowledge put into performances. An NPD specialists’ ability to incorporate competencies into
professional development programs directly contributes to the promotion of quality care, safety,
and performance of nurses (Campbell et al., 2010; Fater, 2013). The Competence Model for
Quality in Nursing (see Figure 1), evolved from the consolidated work of the author from
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Table 2
Generic Instruments for Measuring Nurse Competence
INSTRUMENTS
Nurse Competence Scale

Perceived Competence Scale

Holistic Nursing Competence
Scale

Nurse Professional
Competence Scale

AUTHORS
Meretoja et al., 2004

Gillespie et al., 2007

Takase & Teraoka, 2011

Nilsson et al., 2014

# OF ITEMS

VALIDITY

RELIABILITY

73

Content validity
Six steps consisting
of expert panels,
doctoral students,
and pilot testing

Cronbach’s alpha= 0.79-0.91

Construct validity
Factor analysis
Content validity
Panel of six experts
in instrument
construction and
OR nursing
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Construct validity
Pilot study of 30
practicing nurses
using correlational
statistics
Content validity
Panel of experts
using Index of
Content Validity

36

Construct validity
Factor analysis
Content validity
27 nursing students
performed face
validity

88

Construct validity
Factor analysis
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Cronbach’s alpha= 0.89

Cronbach’s alpha= 0.97

Cronbach’s alpha= 0.97

nursing literature over four decades. The model can be used by NPD specialists to ensure
professional development activities address continued competence associated with improvement
in the quality of care. Also, NPD specialists can promote the continued competence movement in
their organizations, through administrative channels, by routinely reporting return on investment
(ROI) for NPD activities. ROI reiterates to executive leadership the value of professional
development (Opperman, Liebig, Bowling, Johnson, & Harper, 2016). An environment that
emphasizes a culture of continuous professional development is crucial, as it motivates nurses to
develop their competence (Tabari-Khomeiran et al., 2007), improve their work environment, and
deliver quality patient care (Coventry, Maslin-Prothero, & Smith, 2015).
Implications for NPD Research
Implications for research in NPD also exist. Transition to practice programs have varied
lengths, intensity, and outcomes; more research should be conducted to identify evidence of best
practices for the attainment of competence in a TtP program (Rush, Adamack, Gordon, Lilly, &
Janke, 2013). Edwards et al. (2015) noted there is no current best practice defined in the
literature for increasing the competence of newly graduated nurses. NPD could undertake the
research of identifying levels of competence obtained in structured and informal approaches.
Personal, professional portfolios, simulation, skills competency checklists and evaluations are
emerging as innovative ways to measure continued competence. Research is needed on the
reliability and validity of these assessment methods. Finally, NPD specialists can utilize
qualitative approaches to converse with nurses about their competence. Nurses are professionals
who take pride in the critical nature of their work and their ability to perform to high standards.
They are in a good position to know what they need to remain competent. Nurse engagement of
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competence improvement is not an adversarial situation; everyone wants the same thing:
competent nurses providing high-quality care to satisfied patients.
Conclusion
It is critical to maintain a stable foundation and unified understanding of the core concept
of competence in nursing, and its relationship and effect on quality care. NPD specialists, using
an underlying model (see Figure 1) to guide, structure, and evaluate competence in the
professional development of nurses can help resolve the ambiguity of the concept. Several
initiatives regarding incorporation of the two concepts: competence, and quality, remains to be
explored. Efforts to not only maintain, but also to improve the quality of nursing care will
continue indefinitely. However, the NPD specialty can ensure the quality of nursing care is met
in one of the most critical aspects, nursing competence.
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Chapter 3
Organizational Commitment in Newly Licensed Registered Nurses
Abstract
Aim To summarize current research findings of all the factors impacting organizational
commitment (OC) in newly licensed registered nurses (NLRNs), while providing implications of
what is known to nursing management.
Background Organizational commitment has been a topic of concern for the last several decades.
There are complex aspects of OC, and nursing management must understand the antecedents and
consequences of OC to exert influence where necessary.
Evaluation Using a variety of health care, business, nursing, psychology, and sociology
databases a review of the literature was conducted. Seven articles remained after checking
against inclusion criteria and article duplicates were removed.
Key issues Four key issue areas emerged from the literature in regards to OC in NLRNs:
workplace experiences, job characteristics, personal characteristics, and workforce outcomes.
Conclusions As the key areas were discussed it was apparent that many had significant
relationships with OC, were predictive of OC, and resulted from OC.
Implications for Nursing Leadership There are important implications arising from the review of
OC in NLRNs. Nursing leaders have the opportunity to influence job characteristics and work
environments while continuing to investigate OC in this population.
Keywords: organizational commitment, newly licensed registered nurses, turnover
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Organizational Commitment in Newly Licensed Registered Nurses
Most would agree that the nursing profession is entering, once again, a pivotal point in its
history. Among increasing demands for higher quality care and for organizations to remain
competitive in the health care sector, nursing is experiencing a critical issue- turnover (Hillman
& Foster, 2011). In the United States, this issue is compounded by a current shortage (Perreira et
al., 2016) along with a workforce that is actively retiring (Smith et al, 2010). The replacement of
this shortage with newly licensed registered nurses (NLRNs) is crucial; however, there is
troubling research associated with this population. Nursing graduates make up one-tenth of the
workforce, yet it is estimated that approximately 40% of NLRNs leave the profession within the
first year (Nei et al., 2015; Lindfors & Junttila, 2014). D’Ambra and Andrews (2014) report up
to a 60% turnover rate in NLRNs. Studies estimate the costs of NLRNs turnover range from
$50,000 to $100,000 (Trepanier et al., 2012).
Newly licensed registered nurses face significant threats to their intent to stay in the
profession. The pressure to become highly competent and provide quality care, all while
transitioning into the role of a registered nurse can lead to stress, burnout, and turnover in the
first years post-licensure (Li et al., 2014). Not only is this issue problematic regarding monetary
value, but also human resource value.
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Nurses are the largest and most influential human resource in health care organizations
(Huang et al., 2012). They play a vital role in the sustainability of these organizations
(Krestainiti & Prezerakos, 2014), especially in light of increasing demands for health systems to
meet triple aim initiatives (improving experience of care, improving health of populations, and
reducing cost of care). An organizations’ ability to manage health human resources is linked to
organizational performance and employee commitment (Thanacoody et al., 2014). Additionally,
the climate, culture, and work environment of an organization exerts influence on an employees’
organizational commitment (OC; Jernigan et al., 2016). In fact, Pineau Stam et al. (2015) report
similar findings in the adjustment made by NLRNs. Therefore, it is imperative to understand the
value of OC in this population.
Aim
To date, a review of the literature on OC alone in NLRNs does not exist. The aim of this
review is to provide current research findings of all the factors impacting OC and outcomes of
OC in NLRNs while providing identified implications to nursing leadership.
Background
Organizational commitment has been a topic of concern for the last several decades as
researchers, managers, and organizational psychologists seek to understand ways of improving
organizational culture, performance, retention, and motivation in employees. Consequently, the
vast knowledge production has led to OC as a complex concept (Hendel & Kagan, 2014).
Organizational commitment is defined as an experience (thoughts, emotions) in which
individuals align themselves with an organization, thereby increasing the likelihood of their
devotion to the organization (Meyer & Allen, 1991). Three components were initially theorized
as contributing to overall OC: affective, continuance, and normative commitment. Affective
commitment refers to the aspect that individuals experience a purely emotional attachment and
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through this desire to stay in the organization. Continuance commitment exerts itself as the
individual’s belief that it is mandatory to remain in the organization. Individuals believing they
have an obligation to stay experience normative commitment. Battistelli et al. (2016) note that
affective commitment increases through work experiences that provide a sense of belongingness,
participation, and comfort. Affective organizational commitment is often associated with much
of the significant research findings among nurses (Kazemipour & Mohd Amin, 2012).
There are complex aspects of OC, and nursing leaders must understand the antecedents
and consequences of OC to exert influence where necessary. Organizational commitment
ensures that nurses align with the mission, vision, and values of their particular organization. Hsu
et al. (2013) comment that building upon a nurse’s commitment helps them work harder toward
carrying out the goals of the organization. Increasing OC in a vital health human resource,
NLRNs, has the potential for influencing broader issues.
Evaluation
A review of the literature concerning OC and multiple variations of the term NLRNs was
conducted. Academic Search Complete, Business Source Complete, CINAHL Complete, ERIC,
Health Business Elite, Health Source: Nursing Academic Edition, Professional Development
Collection, PsycARTICLES, Psychology and Behavioral Sciences Collection, PsycINFO, and
SocINDEX with Full Text were all chosen as databases to search within. Indexes related to
business, psychology, and sociology were chosen because of use of OC as a psychosocial
variable in human resource, organizational psychology, and business research. In addition,
nursing, academic/education, and professional development databases were chosen because of
research on NLRNs and the frequent reference to transition to practice programs.
Search terms were determined by often-used key words in the literature. A combination
of organizational commitment, professional commitment, new graduate nurs*, newly licensed
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nurses, newly licensed registered nurse, nurse residen*, transition to practice programs, and
nurse residency programs provided a comprehensive approach to obtaining articles in a limited
field of study. The inclusion criteria consisted of articles published between 2011 and 2016,
English language, and peer-reviewed journals. The limiter of years published was later removed
to include a small number of articles relating specifically to this type of research (Smith et al.,
2010; Weng et al., 2010; Parry, 2008; Beecroft et al., 2008). Articles that did not focus on newly
licensed registered nurses and similar variations (e.g. new graduate nurses, nurse residents),
written in another language than English, and not original research were excluded. In addition,
the articles needed to determine the effect on OC or report it as an outcome. The review was
completed in this way to understand the intricacies associated with OC. Between all the
searches, 659 articles resulted. After scanning for duplicates and briefly scanning the abstracts 28
articles remained. The remaining articles were analyzed using the inclusion/exclusion criteria
leaving seven articles to include in the review.
Key Issues
Organizational commitment often acts as a mediating or moderating factor in research.
Some studies seek to explore relationships between various psychosocial variables and OC. The
relationships identified can be categorized into four key issue areas: workplace experiences, job
characteristics, personal characteristics, and workforce outcomes.
Experience in the Work Environment
As NLRNs are reporting a stressful work environment, the research is indicating that
stress and other workplace experiences associated with these environments are predictive of their
OC. Research demonstrates that job satisfaction is a predictor of OC (Choi & Kim, 2014; Li et
al., 2014; Bratt & Felzer, 2012). In a study of Korean NLRNs (Choi & Kim, 2014), job
satisfaction significantly correlated with OC (r =. 68, p < .001), while significantly predicting
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OC in the research model (β = .28, p = .005). Similar results were discovered in NLRNs as part
of a 12-month residency program (Bratt & Felzer, 2012). In a model with several variables
attempting to explain the variance in OC, nurses’ job satisfaction significantly predicted OC at
the beginning, midpoint, and end of the nurse residency program (β = .47, β = .34, β = .38, p <
.001).
Research demonstrates that incivility and empowerment affect OC in NLRNs. Smith et
al. (2010) conducted a study of 250 Canadian NLRNs that looked at co-worker and supervisor
incivility, and both psychological and structural empowerment. Incivility of either sort was
reported by more than 90% of the participants, and more than 75% reported at least supervisor
incivility. The research also showed that incivility and empowerment have a relationship with
OC. Incivility of both supervisors and co-workers had a significant negative correlation with
affective OC (r = -.167, p < .05, r = -.227, p < .01). Both psychological empowerment and
structural empowerment had significant positive correlations with affective organizational
commitment (r = .28, .40, p < .01). The authors tested a model with OC as the outcome. Nearly
a quarter of the variance was explained by incivility and empowerment (R2 = 0.231, F(5, 107) =
6.43, p < .001). However, structural empowerment (β = .31, t = 3.17, p =.002) and co-worker
incivility (β = -.19, t = -2.01, p =.047) were the only two variables that independently predicted
OC.
Job stress as a characteristic in the work experiences of NLRNs was also discovered to
impact OC (Bratt & Felzer, 2012). In the same 12-month residency sample reported earlier, job
stress was consistently a significant predictor of OC. In the beginning of the residency, job stress
related to the physical environment (β = -.54, t = -2.24, p = .02) and staffing (β = -.16, t = -2.79,
p = .01) significantly predicted OC. At midpoint, job stress related to staffing (β = -.12, t = -2.12,
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p = .04) and team respect (β = -.17, t = -2.88, p = .004) were significant predictors of OC. In the
end, NLRNs job stress related to the physical environment significantly predicted OC (β = -.16, t
= -2.84, p = .005). Job stress related to competence was never a significant predictor of OC in
this population.
Job Characteristics
Not only does the literature suggest that workplace experiences influence OC, but
findings also suggest job characteristics play a role in determining OC. Bratt & Felzer (2012)
used an extensive number of job characteristics in predicting OC. They looked at several
variables including unit type, shift and hours worked, months in the current job, hours of
classroom orientation, number of preceptors and the weeks precepted, whether the orientation
objectives were met, and if the NLRNs were in their desired position. The majority of the
participants worked the night shift (31.4%) on a medical-surgical unit (57.4%) and had an
average of more than four preceptors. On average, the participants worked 35 hours per week
and received over 50 hours of classroom orientation time. The NLRNs serving in the desired
position of choice (β = 0.23, t = 3.92, p < .001), the hospital setting (rural/urban; β = 0.14, t =
2.24, p = .03), and whether the orientation objectives were met (β = 0.21, t = 3.51, p = .001) all
explained a significant percentage of the variance of job characteristics on OC [R2 = .13, F(10,
265) = 3.8, p < .001]. By the end of the residency, hospital setting was the only job characteristic
of significance to OC (β = 0.12, t = 2.72, p = .01).
Researchers studied the impact of the mentorship experience on OC in NLRNs (Weng et
al., 2010). This variable is just as much a characteristic of the job as preceptor experiences, yet
provides a different dimension for NLRNs (role modeling, career development, psychosocial
support) as indicated in this study. Demographics of the mentors showed a majority had prior
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experiences with mentoring (84%) and had formal training for mentoring (62%). Mentors with
previous experience in mentoring significantly predicted OC (β = .25, p < .05), whereas mentor
training did not. When mentoring functions were added into the regression equation, role
modeling (β = .26) and career development (β = .28) significantly predicted OC (p < .01), yet
psychosocial support did not.
Personal Characteristics
Seminal research on OC identified demographic variables as an antecedent (Meyer &
Allen, 1991). Bratt and Felzer (2012) looked at several personal characteristics such as age,
gender, race, prior degree, nursing degree, grade point average (GPA), and prior health care
experience to determine the prediction on OC. The demographic variables had no statistical
prediction of OC with small variance [R2 = .04, F(9,217) = 1.03, p = .415].
Self-leadership, the notion that individuals have autonomy and self-initiative attitudes, is
another personal characteristic studied in NLRNs (Choi & Kim, 2014). This variable was
grouped under personal characteristics as participants were asked about their internal leadership
qualities. The researchers noted a significant positive relationship between self-leadership and
OC (r = .61, p < .001) while determining that self-leadership is a significant predictor of OC (β =
.76).
Outcomes
Due to the high turnover rate in NLRNs, it is no surprise that OCs effect on turnover is
studied. Researchers often measure turnover intent as an additional variant of turnover.
Therefore, findings related to OCs effect on these variables are also reported here. Research to
date reveals that OC is a major predictor of turnover in NLRNs (Brewer et al., 2012). Brewer et
al. (2012) discovered in a sample of NLRNs that when controlling for the effect of intent to stay,
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OC was a statistically significant predictor of turnover. Similarly, turnover intent in NLRNs in a
residency program was studied (Beecroft et al., 2008). As OC increased, the odds of turnover
intent decreased [OR = 0.97, 95% CI (0.95-0.98), z = -4.7, p < .0001]. Additionally, Ishihara et
al. (2014) reported a significant negative correlation between intent to leave the workplace and
OC (r = -.56, p < .001).
Conclusions
A review of the literature on OC in NLRNs highlighted several distinct key areas. It was
interesting to note the experiences NLRNs face in their work environment. The fact that job
satisfaction predicts OC indicates that the more NLRNs find enjoyment in their work
environment, the more likely they are to commit themselves to the organization. This is in line
with original research that affective commitment is increased because individuals have an innate
desire to stay where they work (Meyer & Allen, 1991). Structural empowerment’s correlation to
OC indicates that as individuals experience access to opportunities, information, resources, and
power structures their commitment also increases. Similarly, as NLRNs experience
psychologically empowering concepts (confidence, autonomy) their commitment to the
organization increases. It is also of no surprise that as NLRNs experience uncivil work behaviors
from their co-workers and supervisors, their OC is less. The significance of job stress on OC is
nothing new. Newly licensed registered nurses experience transition shock resulting in a range
of emotions from the stress of gaining competence, confidence, and understanding of the nursing
role (Duchscher, 2009). This experience likely influences their commitment levels to an
organization.
Job characteristics play an important role in determining OC. NLRNs being able to serve
in the position of their first choice was a significant predictor of OC. This may be due in part that
NLRNs remain non-committed if not offered their first choice, possibly leaving if another
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opportunity of their choice arises. It may also serve as a link to job satisfaction, as individuals
who are not working where they want are more likely to be dissatisfied. This relationship is
worth investigating. The fact that hospital setting remained a significant predictor of OC is also
worth noting. It is possible that an urban hospital has more support for NLRNs (i.e. nurse
residency programs) and access to resources than rural hospital settings. As NLRNs experience
job stress from other issues, access to resources and support could have a major influence on
commitment levels in the early days of the transition to practice. In regards to support, mentor
functions were significant predictors of OC. Mentors play a unique role in helping the NLRN
adapt to the organizational climate and culture, they provide individual support related to career
goals, and can offer friendly feedback (Weng et al., 2010). It is evident that mentor functions can
play a significant role in OC in NLRNs.
The non-significant prediction of most of the personal characteristics is unusual. With
generational divides, come differences in how each generation feels about loyalty to their
workplace. It might be worth doing further investigation into this phenomenon, along with
discovering if previous health care experience in the same workplace influences OC. Selfleadership is a significant predictor of OC. This may be because individuals with initiative,
autonomy, as in self-leadership, determine how it is they fit in and contribute to the organization.
In looking at the consequences of OC, it is also not surprising to note the significance of
OC in predicting turnover and turnover intent. Individuals that are not committed to the
organization lack the desire to help the organization achieve its mission, vision, and values. In
addition, if the negative aforementioned variables have a major effect on one’s OC, the
individual may not have a reason to remain committed. Consequently, the risk of those
individuals leaving the workplace and even the workforce is elevated.
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Finally, in presenting the review of the literature on OC in NLRNs, an apparent gap was
noted. It is clear that there are many variables related to OC in the literature. However, most of
these variables are tested in the context of all practicing nurses, rather than NLRNs. Studying the
impact of these variables from the perspective of NLRNs could result in major changes to how
we treat the replacement of health care’s most valuable human resources- nurses.
Implications for Nursing Leaders
This review of the literature provides important implications for nursing management.
Managers can work to provide a satisfying and civil work experience for NLRNs upon entering
practice. Ensuring that NLRNs receive positive experiences and respect on the unit by role
modeling civil behavior and monitoring for uncivil co-workers could increase commitment. In
addition, the manager’s ability to deal with uncivil behavior is key as this prevents further acts of
incivility (Smith et al., 2010). Managers can look for ways to empower NLRNs. Smith et al.
(2010) provided many specific ways to enhance structural empowerment through opportunity,
resources, and access to information. However, understanding the role structural and
psychological empowerment play in OC can help nurse managers improve their practice
altogether and in the end research the effectiveness of these strategies. Job stress as an issue
provides nursing management the opportunity to provide support to ensure NLRNs have an
environment where they can increase their competence, gain confidence, and safely grow in their
transition. Transition to practice programs, such as nurse residencies, demonstrate through
structured classroom, simulation, and preceptorship that NLRNs can have a fostered learning
environment conducive to their professional development (Bratt & Felzer, 2012).
There are implications to knowing that NLRNs have more commitment if given the
opportunity to take a job on their preferred unit. Working with nurse recruiters, nurse managers
can ensure steps are taken to be knowledgeable about NLRNs unit preferences. Nursing
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management may also have the opportunity to work with human resource departments to help
NLRNs switch units to foster their commitment to the organization over time (Kovner et al.,
2016). Nurse managers that work in rural settings must ensure that NLRNs have access to
proper resources and adequate staffing needs are met, as this is significant to the OC of this
population. Nursing management needs to continue, if not already started, their support for
mentoring relationships. Nurse managers can work with staff on their units, empower them to
mentor, and even model this behavior by mentoring an NLRN. Individuals that manage mentor
development programs should ensure that training and experience are met to maximize the
potential of fostering OC.
While turnover is a major consequence of negative OC in NLRNs, there are implications
for the nursing management specialty to determine positive consequences of OC in this
population. The determinants of this could bring to light reciprocal relationships or even new
ones. Lastly, there are implications of this review for potential research. Expanding the specific
aspects of urban and rural hospital settings to determine their prediction of OC is warranted.
Determining whether generational differences play a role in OC of NLRNs could also bring to
light how nurse managers handle these populations. Organizational culture (i.e. Magnet ®),
organizational values, and organizational citizenship behaviors are popular terms in the literature
in regards to human resource management. Nurse managers play significant roles in promoting
these behaviors and comprehension of these issues could certainly impact OC.
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Chapter 4
Analyzing Organizational Commitment and the Effect on Job Turnover in Nurse Residents
Abstract
Problem. Job turnover plays a significant role in the global nursing shortage. At risk, many
newly licensed registered nurses (NLRNs) leave employment in the first year causing significant
costs to healthcare organizations. Nurse residency programs demonstrate success in reducing
turnover; however, the concept of organizational commitment in nurse residents has not been
studied fully to determine its effect on turnover.
Framework/Model. A hypothesized model to determine the effect of antecedent variables
(autonomy, group cohesion, competence, job satisfaction, and structural empowerment) on
organizational commitment, organizational commitment on turnover intent, and turnover intent
on actual job turnover was developed.
Hypotheses. (Ha1) - In newly licensed RN residents, autonomy, competence, job satisfaction,
structural empowerment, and group cohesion explain variation in organizational commitment;
(Ha2) - In newly licensed RN residents, organizational commitment explains variation in
turnover intent; (Ha3) - In newly licensed RN residents, turnover intent explains variation in
actual job turnover.
Design. A retrospective correlational design was used.
Methods. The hypothesized model was evaluated by a path analysis with the WLS estimator in
Mplus using participant data (n = 1498) from the 2011 cohort of the Versant® New Graduate RN
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Residency™ program. Antecedent variables were measured as well as organizational
commitment, turnover intent, and actual job turnover.
Results. All antecedent variables had weak to moderate correlations with each other. Weak
negative correlations were present between turnover intent and all variables, except
organizational commitment, which had a moderate relationship with turnover intent. Actual job
turnover did not have significant relationships with any variables. Significant effects of all
antecedent variables on organizational commitment except autonomy and competence were
found. Organizational commitment had a significant effect on turnover intent. Turnover intent
did not have a significant effect on actual job turnover. The antecedent variables did not have a
significant indirect effect on actual job turnover. The model fit indices indicated a poor fit.
Together, organizational commitment and turnover intent accounted for 29% of the variance in
actual job turnover.
Keywords: organizational commitment, structural empowerment, competence, autonomy, group
cohesion, job satisfaction, job turnover, turnover intent, newly licensed registered nurses, nurse
residents
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Analyzing Organizational Commitment and the Effect on Job Turnover in Nurse Residents
The nursing shortage is considered an international crisis and one of the most significant
threats to global health (Ishihara, Ishibashi, Takahashi, & Nakashima, 2014). One significant
factor contributing to the shortage is job turnover, the process of staff leaving an organization. In
particular, newly licensed registered nurses (NLRNs) face significant threats to their intent to
stay in the profession. The pressure to provide highly competent and quality care, all while
transitioning into practice can lead to stress, burnout, and job turnover in the first years postlicensure (Li, Early, Mahrer, Klaristenfeld, & Gold, 2014). The current turnover rate among all
registered nurse (RN) populations is 17.2% (Nursing Solutions Inc. [NSI], 2016), yet this study
focuses on turnover in NLRNs. Studies report a wide range (5-40%) of NLRNs leaving their job
within the first year of employment (Cho, Lee, Mark, & Yun, 2012; Kovner, Brewer, Fatehi, &
Jun, 2014; Nei, Snyder, & Litwiller, 2015; Trepanier, Early, Ulrich, & Cherry, 2012; Ulrich et
al., 2010; Unruh & Zhang, 2014). Early job turnover results in significant direct and indirect
costs to healthcare systems already feeling the pressures of decreased reimbursement, quality
care mandates, and shortages of nurses. When a registered nurse leaves, the organization loses
not only the costs incurred in the orientation and training but also faces the expense of
replacement and training of a new nurse. The most recent average cost of turnover for an RN at
the bedside ranges from $37,000 to $58,000 (NSI, 2016). In addition, inadequate staff-to-patient
ratios from increased job turnover lead to increased risk to patient safety, quality of care, and
mortality issues (Beecroft, Dorey, & Wenten, 2008).
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Issues related to the transition into practice for NLRNs were first studied and documented
in the 1970s (Spector et al., 2015). Kramer (1974) wrote about the shock that new graduate
nurses face when learning the realities of healthcare delivery and how this experience leads
graduate nurses to doubt their abilities and career choice. Duchscher (2008) developed a theory
of transition that explains the intense experience new graduate nurses face, moving from an
initial learning and “doing” phase filled with an influx of emotions, through a “being” phase of
searching and doubting as the shock settles in, and finally moving to a “knowing” phase derived
of recovery and acceptance. In response to these transition issues, nursing began to implement
programs designed to help with the transition. However, these programs were inconsistently
developed and applied. Consequently, the Institute of Medicine (IOM; 2011), in The Future of
Nursing: Leading Change, Advancing Health, recommended the implementation of formal
transition to practice programs, or nurse residency programs for all NLRNs. Nurse residency
programs are planned, structured programs of varying lengths designed to help NLRNs transition
into the practicing role of a professional nurse. The purpose of these residency programs is to
support the competence and confidence development of NLRNs while improving quality of care
provided to patients (Commission on Collegiate Nursing Education [CCNE], 2015). Since nurse
residency programs are not regulated, but rather accredited, specific components of programs
varies. The Versant® (2016) New Graduate RN Residency™, hereafter known as the Versant
Residency program, is a 12-month program implemented in participating hospitals. Newly
licensed registered nurses are required to transition through the Versant Residency program
comprised of preceptor assisted clinical experiences, mentoring, debriefing sessions, specific
curriculum, and evaluation.
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A number of positive outcomes have been associated with nurse residency programs. For
example, Trepanier et al. (2012) found reduced turnover rates. Increased levels of job satisfaction
(Laschinger, 2012), and organizational commitment (Chang et al., 2015) contribute to decreased
turnover in NLRNs enrolled in nurse residency programs. Studies supporting the positive effect
of job satisfaction on job turnover (Beecroft et al., 2008; Bratt & Felzer, 2012; Laschinger,
2012), have received significant attention, especially with the implementation and increase in
hospitals with Magnet Recognition®. Additionally, group cohesion (Beecroft et al., 2008; Li et
al., 2014; Trepanier et al., 2012), competence (Lee, Lim, Jung, & Shin, 2012; Numminen, LeinoKilpi, Isoaho, & Meretoja, 2015), and structural empowerment (Beecroft et al., 2008) have also
been studied in NLRNs. However, small samples, cross-sectional designs, correlational
analyses, international contexts, and lack of exploration of other variables limit the
generalizability of these studies.
Organizational commitment refers to the extent that an employee identifies with and
remains involved in an organization (Mowday, Steers, & Porter, 1979). A committed nursing
workforce fosters patient satisfaction, quality of care (Brunges & Foley-Brinza, 2014), and
reduced turnover (Trepanier et al., 2012). Despite the fact that organizational commitment has
been associated with reduced turnover in NLRNs, the intricacies have not been fully developed.
A study devoted to filling the gap of identifying specific variables that influence organizational
commitment and subsequently turnover intent and actual job turnover is warranted.
The intent of this study was to examine factors associated with organizational
commitment in NLRNs who have participated in a NLRN residency program. The study design
used secondary data from the Versant National Database (VND) to test a model of structural
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empowerment, job satisfaction, autonomy, competence, and group cohesion on organizational
commitment. Since NLRNs are at risk for turnover, this study provided insight into the complex
nature of organizational commitment and its subsequent effect on actual job turnover. Nursing
administrators can discover ways of potentially enhancing organizational culture to increase
commitment and decrease turnover. Nursing professional development specialists can utilize the
findings to help build or sustain residency programs that foster organizational commitment. In
addition, findings provided an even more comprehensive model of turnover.
Review of the Literature
Autonomy
Only one study was found that addressed autonomy and its effects on organizational
commitment in nurses (n = 900; Brunetto, Farr-Wharton, & Shacklock, 2011). While not a study
of just NLRNs, the findings contend that autonomy and affective commitment, known as
emotional attachment to the organization, were significantly correlated (r = .34, p = .01). The
study also found that approximately 12% of the variance of affective commitment was explained
by the nurses’ self-reported perception of autonomy (F = 117.9, p < .001). These results suggest
that enhancement of an autonomous environment is associated with increase in commitment to
the organization.
Professional autonomy fostered by the health care environment empowers nurses to
improve patient care and work effectiveness (Bulzarik, Tullai-McGuinness, & Leibold Sieloff,
2013; DeVivo, Griffin, Donahue, & Fitzpatrick, 2013). Professional autonomy often embodies
both the autonomy of nurses as individuals (i.e. clinicians) and as a whole (i.e. members of a
profession/organization; Kramer, Maguire, & Schmalenberg, 2006; MacDonald, 2002). In a pilot
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study conducted by Bulzarik et al. (2013), almost half (45.6%, n = 41) of the nurse participants
were baccalaureate prepared and ranked professional autonomy high on the Nursing Activity
Scale (NAS) with a mean score of 190.4 (n = 90, SD = 19.59).
Clinical autonomy has been studied as an aspect of healthy-work environments (HWE).
Healthy-work environments are considered to have eight essential processes, one being control
of nursing practice (Kramer et al., 2006). That control of nursing practice, or clinical autonomy,
refers to the independent decision-making and advocacy a nurse utilizes during patient care.
Kramer, Maguire, and Brewer (2011) performed a descriptive study to determine the extent to
which nurses reported autonomy as an aspect of the healthy work environment (HWE) on their
unit. Eighty-two percent of the 540 units studied, spread across 40 Magnet Recognized®
hospitals, confirmed the presence of healthy work environments. In a comparison of the mean
scores, it was reported that at least half of the units (n = 284) found significant differences in
autonomy of practice (F = 2.33, p = .000) indicating Magnet Recognized® hospitals have the
capability to foster clinical autonomy. Based on the research of professional and clinical
autonomy presented here, the researcher deems that autonomy should be explored further as to
its relationship to organizational commitment in NLRNs.
Group Cohesion
Group cohesion has been studied in relation to new nurse turnover (Beecroft et al., 2008;
Trepanier et al., 2012), yet no study was found that looked at group cohesion’s effect on
organizational commitment in new nurses. Sourdif (2004), utilizing a sample of nurses (n = 108)
regardless of years of experience, reported a significant correlation between organizational
commitment and group cohesion (r = .49, p < .01). Given the correlation between the two, the
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researcher perceives a possible prediction of organizational commitment in individuals who
experience cohesion among a work group.
Only two previous studies have analyzed group cohesion in a cohort of newly licensed
registered nurses completing a nurse residency program. In a study using data from the VND,
Ulrich et al. (2010) reported mean scores of group cohesion, using the Group Judgment Scale, at
the end of the residency were 5.77 with an average of 5.55 between 6 months, 12 months, and 18
months, indicating high levels of group cohesion. Li et al. (2014) measured the moderating
effect of group cohesion between stress exposure and burnout in nurses entering the Versant
Residency program. The interaction between stress exposure and group cohesion accounted for
22% of the variance in burnout [R2 = 0.22, F(1, 172) = 46.92, p < .001]. Descriptive analysis
revealed that participants had high scores ranked in the 80th percentile with an average of 5.71 on
each of the subscales of the GJS (n = 220, M = 34.29, SD = 4.98, Range = 14-42).
Competence
Newly licensed registered nurses face immense pressure to achieve competence in their
transition to practice. Residency programs for NLRNs have been found to foster the
development of clinical competence. Despite this, competence evaluation in NLRNs remains
underdeveloped. In a 1-year residency program, preceptor evaluations of residents’ (n = 55)
clinical competency increased over three, six, and eight-month intervals. The mean at four
months was 101.7 and the mean at eight months was 111.1 out of a possible 124 points. There
was a significant positive trend over these time intervals (χ2 = 29.92, df = 5, p < .001; Kowalski
& Cross, 2010). In a study using the VND, Ulrich et al. (2010) found similar results at 6 months,
with increases in competence scores. Both self-reported competence scores increased by
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approximately 5% from Week 2 of the residency to the end and observer-reported competence
scores increased by 13% from Week 2 to the end. In relation to a comparison group, both self
and observer-reported scores were more than 5% higher among Versant nurse residents (Ulrich
et al., 2010). Even among non-residency orientation programs, improved competence in various
skills over 4-5 months has been reported (Crimlisk, McNulty, & Francione, 2002).
A competency-based preceptor program also reported significantly (p < .05) higher
perceived competence at four months than the control group (Edmond, 2005). Two studies
looked at competence levels in nurse residents at program beginning and end to understand the
impact of a simulation-based nurse residency program (Beyea, Slattery, & von Reyn, 2010;
Beyea, von Reyn, & Slattery, 2007). Each week residents (n = 41) rated their competence levels
on a 10-mm visual analog scale (scale anchors ranged from extremely low to extremely high).
The Beyea et al. (2007) study demonstrated an increase in mean scores from beginning (M =
4.57, SD = 1.8) to end (M = 7.75, SD = .93). Similar results were reported in Beyea et al. (2010),
as there were also increases in residents’ (n = 219) self-reported competence levels at beginning
(M = 3.7) and end (M = 7.1). However, only the Beyea et al. (2010) study found the
improvement to be statistically significant (p < .001).
While these studies report the importance of providing ways of increasing competence in
NLRNs, it is crucial to understand if this has an impact on the NLRNs commitment to the
organization that provides a supportive environment for competence development. Only a single
study was found that was designed to test job competence’s prediction of organizational
commitment. Bratt and Felzer (2012) found job competence of nurse residents (n = 468) did not
significantly predict organizational commitment.
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Job Satisfaction
Job satisfaction has shown to be a predictor of organizational commitment in NLRNs.
Bratt and Felzer (2012) discovered in a study of 16 cohorts of nurse residents (n = 468) that over
time, job satisfaction was continuously a significant predictor of organizational commitment. In
the final measurement of job satisfaction, nurse residents’ enjoyment of their jobs was the only
significant subscale predictor of organizational commitment (β = .46, p < .001). In a study of
newly employed nurses (n = 210) with less than 12 months of experience, job satisfaction was
both significantly correlated (r = .68, p < .001) and a significant predictor (β = .28, p = .005) of
organizational commitment (Choi & Kim, 2014). While these nurses were newly licensed with
less than 12 months experience, they were not part of a residency or transition to practice
program.
Research on job satisfaction in samples of nurses without regard to experience
demonstrates significant correlation with organizational commitment. In a sample of Australian
nurses (n = 131), job satisfaction had a significant correlation with (r = .68, p < .001) and
significantly predicted (β = .62, p < .001) organizational commitment (Parry, 2008). A study of
Malaysian and English nurses discovered similar findings (Ahmad & Oranye, 2010). Job
satisfaction and organizational commitment were found to have significant correlation in both
Malaysian (r = .36, p < .01, n = 388) and English nurses (r = .34, p < .01, n = 168). Job
satisfaction also significantly predicted organizational commitment in both Malaysian (β = .40, p
= .000) and English nurses (β = .36, p = .000).
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Structural Empowerment
The concept of empowerment has been studied from many perspectives in research. Yet,
empowerment as described in Kanter’s structural theory better explains negative behavioral
concepts that occur in the workplace (i.e. turnover). Structural empowerment refers to those
factors (structures) in an organization that allow an individual to access and accomplish work
(Kanter, 1993). Sabiston and Laschinger (1995) also added, as part of Kanter’s theory, that
access to these structures (opportunity, information, support, resources) is influenced by formal
and informal power factors. Using the VND, Ulrich et al. (2010) measured structural
empowerment’s direct relationship on group cohesion and work satisfaction and the indirect
relationship on turnover. On average Versant® residents scored above the means reported in a
previous study (Laschinger, 2004) on all subscales of the Conditions for Work Effectiveness
Questionnaire-II (CWEQ-II). Although not found to be statistically significant, at the end of the
residency mean scores for the subscales were 3.34, 2.84, and 3.00 in Versant® groups, compared
to mean scores of 3.29, 2.81, and 2.85 in the (Laschinger, 2004) study. However, the correlation
of structural empowerment to work satisfaction (r = .31), group cohesion (r = .37), and nurse
satisfaction (r = .35) were statistically significant (p < .000). In another study of empowerment’s
effect on organizational commitment in new nurses (n = 117), Smith, Andrusyszyn, and
Laschinger (2010) found that structural empowerment significantly predicted organizational
commitment (β = 0.306, p = 0.002).
Organizational Commitment
Recent research has shown that high organizational commitment reduces job turnover
and improves job performance (Zargar, Vandenberghe, Marchand, & Ben Ayed, 2014).

48

Additionally, studies have demonstrated organizational commitment’s tie to turnover intent
(Beecroft et al., 2008; Ishihara et al., 2014; Nei et al., 2015). Beecroft et al. (2008) studied over
800 new registered nurse graduates and found that the odds of turnover intent increased nearly
one unit with every unit of decrease in organizational commitment (OR = 0.97, 95% CI [0.950.98], p < .0001). Another study of new registered nurse graduates (Ishihara et al., 2014) also
reported the correlation between organizational commitment and intent to leave (turnover intent).
The negative correlation between the two was significant (r = -.56, p < .001, n = 148), indicating
that as organizational commitment increases the likelihood to leave the workplace decreases.
While not a sample of NLRNs, Nei et al. (2015) reported in a meta-analysis of studies on general
staff nurses (N = 21,893) that organizational commitment had a significant correlation with
turnover intent (r = -.20, p < .001).
Organizational commitment’s impact on intent to stay has also been documented. Intent
to stay is the positive descriptor of turnover intent. A convenience sample of registered nurses (n
= 108) reported a significant correlation between intent to stay and organizational commitment (r
= .37, p < .01), while also documenting that organizational commitment is a significant predictor
of intent to stay (β = .37; Sourdiff, 2004). The positive correlation with organizational
commitment confirms the “positive” aspect of intent to stay.
Ulrich et al. (2010) studied organizational commitment from the VND using the
Organizational Commitment Questionnaire (OCQ). Mean total scores were 4.84, 4.74, and 4.72
for the end of the residency, 12 months, and 24 months, respectively (Range = 1-7). No
indication was made by the researchers as to why organizational commitment decreased after the
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first year although multiple factors could have had influenced this variable (i.e. hospital setting,
access to resources, increasing experience of resident, etc.).
Turnover Intent and Job Turnover
In the literature, turnover intent and actual job turnover are most often the outcomes in
research studies. They are also the intent of most devised turnover models. Ulrich et al. (2010)
reported turnover levels from the VND before and after the Versant Residency program was
implemented in individual hospitals. The cumulative turnover rate (1999-2009) prior to
Versant® being implemented ranged from 27% (1-year) to 49% (2-year), while turnover postVersant® implementation ranged from less than 10% (1-year) to 20% (2-year). Additionally,
turnover intent in this same study was measured by asking the residents if they planned to leave
in the next year. At the end of the residency, nearly 80% of respondents reported they would not
leave the facility as compared to a non-resident group (pre-Versant®) reporting only 70%.
However, the same group (post-Versant®) reported a decrease in their response to staying at the
facility over the next 1-2 years (End = 80%, 1 year = 70%, 2 year = 70%), possibly indicating
other factors associated with job turnover (i.e. contractual obligation).
Cho et al. (2012) studied turnover in NLRNs (n = 351) using survival analysis. Job
turnover rates in this study varied from 17.7% (1-year) to 33.4% (2-year). It was also found that
dissatisfaction with the work content (HR = 3.24), the environment (HR = 1.45), interpersonal
relationships (HR = 2.35), and working in a metropolitan hospital (HR = 0.58) had a significant
effect on turnover (p < .05). Actual turnover in a more recent study reported that 32% (n = 173)
of NLRNs had left their first job while 15% (n = 83) had already left their second job (Unruh &
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Zhang, 2014). Mean turnover intent measured 2.47 (Range = 1-5) in a study of NLRNs (n =
215) in Ontario (Boamah & Laschinger, 2016).
Conceptual Framework
The conceptual framework for this study was derived from several sources: a thorough
review of the literature, the inherent gaps identified in the literature, three earlier models of
turnover (Beecroft et al., 2008; Nei et al., 2015; Ulrich et al., 2010), and a model of
organizational commitment antecedents (Bratt & Felzer, 2012). The earlier turnover models
hypothesized that turnover intent was a predictor of actual turnover (Beecroft et al., 2008; Nei et
al., 2015, Ulrich et al., 2010). The study model (Figure 2) demonstrates a similar direct path
between turnover intent and actual job turnover.

Figure 2. A hypothesized model of the indirect effects of organizational commitment
antecedents on NLRNs’ actual job turnover through organizational commitment and turnover
intent.
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In addition to the direct path from turnover intent to actual turnover, Nei et al. (2015)
hypothesized that organizational commitment was a predictor of turnover intent. Consequently,
this model proposed, with a direct path, that organizational commitment directly predicts
turnover intent. Additionally, Bratt and Felzer (2012), in a study of NLRNs, developed a
conceptual framework of antecedent variables (26 variables in 6 categories) for organizational
commitment. As part of the recommendations for future research, Bratt and Felzer (2012)
indicated the need to explore other predictive variables of organizational commitment. Given
that organizational commitment was a predictor of turnover intent (Nei et al., 2015) and the
identified need for analyzing more factors leading to organizational commitment (Battistelli,
Galleta, Portoghese, & Vandenberghe, 2013; Bratt & Felzer, 2012), the antecedent variables of
autonomy, group cohesion, competence, job satisfaction, and structural empowerment on
organizational commitment were chosen for the study. Autonomy and group cohesion
individually have shown correlation with organizational commitment (Brunetto et al., 2011;
Sourdif, 2004), yet no predictions have been studied, especially in NLRNs. The effect of
competence in NLRNs has been studied (Bratt & Felzer, 2012); however, given the fact that
residency programs are designed to help achieve competence it was included as a variable in the
study. The effect of job satisfaction (Bratt & Felzer, 2012) and structural empowerment on
organizational commitment (Choi & Kim, 2014; Smith et al., 2010) was previously detected in
NLRNs, but considering the importance of these relationships and the fact that one variable
(structural empowerment) was not studied within the context of a nurse residency program, the
researcher kept these variables. Beecroft et al. (2008), while studying structural empowerments’
effect only on turnover intent, suggested further study of the effect on organizational
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commitment. Based on these previous studies, direct paths were drawn individually between
structural empowerment, job satisfaction, autonomy, competence, and group cohesion and
organizational commitment.
The model reflects the effects nurse residents experience in the context of the Versant
Residency Program. The researcher proposed that exposure to autonomous, cohesive, satisfying,
empowering, and competence-based environments within the context of a nurse residency
program predicted a NLRNs commitment to the organization. This commitment to the
organization experienced at the end of the residency program (1-year from the start of the
residency) subsequently affected the likelihood that the nurse resident would leave (turnover
intent). The turnover intent at one year likely affected actual turnover one year later (2 years
from the start of the residency).
Conceptual and Operational Definitions
The following table presents the major variables of the model for this study. Operational
definitions for each concept are also included.
Table 3
Conceptual and Operational Definitions
Variable

Conceptual definition

Autonomy

Ability of a nurse to make
independent clinical
judgments and decisions
related to patient care within
educational and practice
limits (Weston, 2008).

Group
Cohesion

Operational definition

Schutzenhofer Professional Nursing
Autonomy (SPNA) Scale: composed of 27
items that describe situations in which the
nurse must make professional, independent
nursing judgments. Scores range from 27-108
with higher scores indicating higher levels of
autonomy.
The influence members
Group Judgment Scale (GJS): composed of six
experience causing them to
items that describe an individual’s judgment of
stay in a specific group (Good the cohesiveness and attractiveness of a group
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Competence

Job
Satisfaction

& Nelson, 1973). This
influence is primarily driven
by a staff member perception
of how the members
communicate, take
ownership, and feel a sense of
belonging amongst the
organizational environment
(DiMeglio et al., 2005).
An adequate or acceptable
level of knowledge, skills,
and attitudes attainment that
is evaluated on an ongoing
basis (Church, 2016) using
competencies- a set of
structured standards that
measures one’s ability to
efficiently and effectively
apply the knowledge, skills,
and attitudes to a situation
(Redman, Lenburg, &
Walker, 1999).
An employee’s admiration,
appreciation, and attitude
toward various aspects of
their job (Lu, While, &
Barriball, 2005).

Structural
The extent to which
Empowerment employees are provided
access to structures in the
workplace in order for them
to accomplish their work
(Kanter, 1993)

based on the following: productivity,
efficiency, morale, belongingness, personal
feelings, and working together. Individual
items scores range from 1-7. The scale score
is a sum of all items ranging from 6-42 with
lower scores indicating higher levels of group
cohesion.

Slater Nursing Competencies Rating Scale:
composed of 76 items that measure observed
performance of an individual based on the
following patient care skill sets: psychosocial,
physical, general, communication, and
professional. Individual item scores range
from 1-5. The scale score consists of a mean
ranging from 1-5 with higher levels indicating
higher perceived competence.

Nursing Job Satisfaction Scale (NJSS):
composed of 18 items measuring contentment
with job, time able to spend in direct patient
care, and whether quality care can be provided.
Individual item scores range from 1-5. The
scale score consists of a mean ranging from 15 with higher scores indicating higher job
satisfaction.
Conditions for Work Effectiveness
Questionnaire-II (CWEQ-II): composed of
four three-item subscales (12 items total)
measuring an individual’s perceived access to
the following: opportunity, information,
support, and resources. Each item score range
is 1-5. The subscale scores are the means and
the overall CWEQ-II scale score is a sum of all
subscale scores ranging from 4-20.
Job Activities Scale (JAS): composed of three
items measuring an individual’s perception of
formal power in the workplace. Individual
item scores range from 1-5. The scale score is
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a mean ranging from 1-5.
Organizational Relationships Scale (ORS):
composed of four items measuring an
individual’s perception of informal power in
the workplace. Individual item scores range
from 1-5. The scale score is a mean ranging
from 1-5.
The structural empowerment score is a sum of
the above three scales scores (range= 6-30).
Higher scores indicate higher levels of
structural empowerment.
Organizational The state in which an
Organizational Commitment Questionnaire
Commitment
individual is integrated with
(OCQ): composed of 11 items measuring the
and working to facilitate the
level of involvement one has with their
goals and wishes of an
organization. Individual item scores range
organization. This represents from 1-7. The scale score consists of a mean
the basic loyalty an individual ranging from 1-7 with higher scores indicating
feels, but also the willingness higher organizational commitment.
to devote something personal
to the well-being of the
organization (Mowday et al.,
1979)
Turnover
The likelihood that staff will
Turnover Intent (TOI): composed of one
Intent
leave the organization
question measuring whether an individual has
(Beecroft et al., 2008).
plans to leave within a year. Score ranges from
1-6 with a higher score indicating higher intent
to leave.
Actual Job
The process of employees
Actual Job Turnover: nominal variable of 13
Turnover
leaving an organization,
categories that describe the resident’s
voluntarily or involuntarily
employment status. Categories range from
(Kovner et al., 2014).
employed, completed residency, dropped from
residency, terminated, and a pre-Versant
comparison group. Categories of interest
include those that have completed the
residency and the resident remained employed
or resigned.
Hypotheses
Ha1: In newly licensed RN residents, autonomy, group cohesion, competence, job
satisfaction, and empowerment explain variation in organizational commitment.
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Ha2: In newly licensed RN residents, organizational commitment explains variation in
turnover intent.
Ha3: In newly licensed RN residents, turnover intent explains variation in actual job
turnover.
Design
A retrospective correlational approach was used. This design allowed for predictive and
exploratory analysis of secondary data from the Versant Residency Program. For each cohort,
Versant collected data over the course of the one-year residency and annually up to five years.
Methods
Sample and Setting
The population of interest is NLRNs defined as RNs with less than six months of nursing
experience. The study sample consisted of 1498 (95%) NLRNs from the 2011 cohort (n = 1573)
who attended a residency program for new graduate RNs at participating hospitals utilizing
professional services of Versant. The program occurred in general acute care hospitals across
the United States. Participants in the residency program undertook a 22-week guided clinical
immersion experience that included comprehensive education and curriculum, mentoring, formal
debriefing sessions, and evaluation followed by continued support sessions until month 12. The
2011 cohort was chosen to assure that data were available for all variables being tested in the
model. Autonomy was not measured after 2012 and competence was not measured after 2014.
Therefore, 2011 was the last cohort with data available for all variables of interest. An a priori
power analysis was conducted in G*Power (Faul, Erdfelder, Buchner, & Lang, 2009) for a
multiple regression model with seven predictors. The results suggested a minimum required
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sample size of n = 153. Therefore, the resulted sample in this study can be assumed to achieve
the expected power.
The 1498 cases were analyzed for sample characteristics (Table 4), while a total of 612
valid cases were used in the final analysis. More than half of the participants were under the age
of 30 (67.1%, n = 1063) and single (55.7%, n = 835). A vast majority of the participants were
female (85.3%, n = 1273). The baccalaureate degree was the majority basic nursing education
received by participants (56.1%, n = 840). The sample of participants was diverse in some
aspects. Almost of a fourth of the participants were Hispanic or Latino (24.1%, n = 361). Over
4% (n = 47) of the participants lived in other countries prior to beginning their basic nursing
education. More than half indicated prior work experience in a healthcare setting (55.3%, n =
828). Over a quarter of the participants worked in medical-surgical settings (27.1%, n = 406),
while step-down/telemetry and adult critical care were the other top places of work. Nine
percent of the participants indicated their facility had achieved Magnet® designation at least
once.
Informed consent. Versant reported that conventional standard procedures for the
protection of human subjects in the primary data collection process were followed with
appropriate Institutional Review Board (IRB) approvals obtained from participating institutions.
Personal identifying information of the participants was redacted. Participants in the Versant
Residency Program signed an agreement upon entry to the program indicating their
understanding about the periodic collection of data and provided consent to the process. The
University of Texas at Tyler’s IRB approved the study under exempt status (see Appendix A).
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Table 4
Sample Characteristics
Variable
Age
20-25
26-30
31-35
36+
Gender
Female
Male
Marital status
Single
Married/partnered
Divorced/separated
Widowed
Race
White
Asian
Multiracial
Black or African
American
American Indian or
Alaska Native

n

%

597
466
216
190

40.6
26.5
14.7
16.1

1278 85.3
200 13.4

835 55.7
558 37.2
80 5.3
3 0.2

997 66.6
200 13.4
135 9.0
93 6.2
8

0.5

Ethnicity
Hispanic/Latino

361 24.1

Variable
Unit in which participant is working
Med-Surg/Acute Care
Step-Down/Telemetry
Adult Critical Care/Intensive Care
Maternal/Newborn Health
Emergency Services
Perioperative Services
Unknown
Pediatric Med-Surg/Acute Care
Neonatal Intensive Care
Acute Rehabilitation Services
Pediatric Critical Care/Intensive Care
Specialty Services
Other
Clinic/Outpatient
Behavioral Health
Pediatric Emergency Services
Ancillary Services
Pediatric Step-Down/Telemetry

n

%

406 27.1
243 16.2
239 16.0
146 9.7
132 8.8
88 5.9
88 5.9
46 3.1
41 2.7
13 0.9
13 0.9
10 0.7
10 0.7
8 0.5
7 0.5
5 0.3
2 0.1
1 0.1

Basic nursing education
Diploma
Associate degree
Baccalaureate degree (nonaccelerated/accelerated)
Master’s degree (nonaccelerated/accelerated)

Country in which you lived prior to
beginning your basic nursing
education
United States
1418 94.7
Philippines
22 1.5
Other
34 2.3
Canada
7 0.5
India
6 0.4
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6

0.4

632 42.2
840 56.1
18

1.2

Instruments
All instruments used in this study were deemed reliable and supported with evidence of
validity in the literature. Versant removed some items from original scales, however information
was unavailable related to the rationale and intent. Permissions to use all instruments were
obtained by Versant.
Autonomy. The Schutzenhofer Professional Nursing Autonomy (SPNA) Scale (see
Appendix B) was used to measure autonomy. The scale originally consisted of 35 items, but
reduced to 27 items by Versant. Each item focuses on describing situations in which the nurse
must act independently, such as professional development, advocacy for patients, clinical
judgment, and research. Responses are measured on a 4-point Likert scale (1 = very unlikely of
me to act in this manner, 2 = unlikely of me to act in this manner, 3 = likely of me to act in this
manner, 4 = very likely of me to act in this manner). Doctoral prepared nursing experts,
educators, and the literature supported original content-related validity (Schutzenhofer, 1987).
However, current assessment of content validity reveals the potential for internal validity issues.
While are equal measurement points on each item of the SPNA, some items are lengthy and
difficult to read requiring participants to read over the items several times to comprehend. Using
the Flesch-Kincaid readability calculator, the SPNA was rated at a 12th-grade reading level,
indicating the scale is fairly difficult to difficult to read (Gray, 2012). Schutzenhofer (1987) did
not indicate a measure of construct validity, but reports that comments of respondents indicated
appropriateness and clarity during the two stages of instrument development. Re-analysis of the
scale yielded an alpha of .91 (Schutzenhofer, 1987), and a subsequent study yielded an alpha of
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.81 (Schutzenhofer & Musser, 1994). Internal consistency for the reduced scale with the Versant
sample in this study achieved a Cronbach’s alpha of .91.
Group cohesion. The Group Judgment Scale (GJS) (see Appendix C) was used to
measure an individual’s judgment about a group related to six items of cohesiveness and
attractiveness: productivity, efficiency, morale, belongingness, personal feelings, and working
together. The first four items are rated on a 7-point Likert scale that indicates the participant’s
perception of the performance of the group (1 = very much above average, 2 = above average, 3
= slightly above average, 4 = average, 5 = slightly below average, 6 = below average, 7 = very
much below average). Responses to personal feelings and working together are measured on a
7-point scale that indicates how the participant likes the group (1= like it very much, 2 = like it, 3
= like it slightly, 4 = neither particularly like or dislike it, 5 = dislike it slightly, 6 = dislike it, 7 =
dislike it very much). The six items are summed for a total score, which ranges from 6-42 with
lower scores indicating greater group cohesion. The GJS captures the pertinent dimensions of
group cohesion. There is a slight potential for measurement error. The last two subscales,
personal feelings and working together, present different responses than the other four items.
Readers could potentially misinterpret this scale. However, a higher score on the last two
subscales represent the same negative scoring as the first four subscales. Readability of the GJS
is high (Flesch-Kincaid Grade level of 9.6). Otherwise, the GJS has equal representation of
dimensions and good content validity. Original creators reported the split-half reliability for the
first two items at .77 and .82 for the other four (Good & Nelson, 1973). More recent reliability
scores revealed Cronbach alphas of .89 (Li et al., 2014; Ulrich et al., 2010). The reliability score
on the entire GJS for this study was similar, α = .90.
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Competence. The Slater Nursing Competencies Rating Scale (see Appendix D),
originally 84 items, is a 76-item measure of a nurses’ performance of various skills in six
categories: psychosocial-individual (18 items), psychosocial-group (5 items), physical (13
items), general (16 items), communication (7 items), and professional implications (17 items).
Observers rate participants on a 5-point Likert-type scale (5 = best nurse, 4 = above average
nurse, 3 = average nurse, 2 = below average nurse, 1 = poorest nurse). Content validity was
established utilizing nurse educators and practitioners while evidence of factor analysis
supported construct validity (Wandelt & Stewart, 1975). Split-half reliability was .98 with a
Cronbach’s alpha of .74 (Wandelt & Stewart, 1975). A subsequent study determined content
validity using nursing literature and reliability on two trials that exceeded .90 (Carveth, 1995).
Cronbach’s alpha for the reduced scale in this study was .99.
Job satisfaction. The Nursing Job Satisfaction Scale (NJSS) developed originally by
Hinshaw and Atwood (1983) with 23 items was used to measure job satisfaction of nurses on
three subscales: enjoyment of job (9 items), quality of care (5 items), and time allotted to
perform work (4 items) (see Appendix E). The revised 18-item NJSS is rate on a 5-point Likert
scale (1= strongly disagree, 5 = strongly agree) and mean scores are calculated. Range of scores
are 1-5 with higher scores indicating higher job satisfaction. Eight items are reverse coded.
Hinshaw and Atwood (1983) reported that construct validity was established using factor
analysis and predictive modeling. Cronbach’s alpha was reported at .88 for the total score.
Reliability scores of the reduced scale in this study was .77.
Structural empowerment. Structural empowerment was measured with three
components. First, the Conditions for Work Effectiveness Questionnaire-II (CWEQ-II) (see
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Appendix F), a 12-item survey with four subscales measures the access to structures of
empowerment in a workplace: opportunity (3 items), information (3 items), support (3 items),
and resources (3 items). Responses are measured on a 5-point Likert scale from 1 (none) to 5 (a
lot). Subscale mean scores are calculated, which range from 1-5. The total score for the CWEQII is a sum of the four subscale mean scores and ranges from 4-20. Most recent reliability for the
CWEQ-II was reported at 0.87 (Smith et al., 2010). Reliability, using Cronbach’s alpha for the
CWEQ-II in this study was .83. Laschinger, Finegan, Shamian, and Wilk (2001) conducted a
confirmatory factor analysis in a population of nurses that established construct validity.
The second component of structural empowerment was measured with the Job Activities
Scale (JAS) (see Appendix F). The JAS is a three-item questionnaire measuring characteristics of
formal power in the workplace. Responses are measured on a 5-point Likert scale from 1 (none)
to 5 (a lot). Mean scores are calculated with a score range of 1-5. The Cronbach’s alpha
reliability score was .69 (Laschinger, Wong, McMahon, & Kaufmann, 1999). The internal
consistency of the scale in this study was .77.
The third component of structural empowerment was measured by the Organizational
Relationships Scale (ORS) (see Appendix F). The ORS is a four-item survey measuring
characteristics of workplace informal power. Responses are measured on a 5-point Likert scale
from 1 (none) to 5 (a lot). Similarly, mean scores are calculated with a range of 1-5. The
Cronbach’s alpha reliability score was .89 (Laschinger et al., 1999). Cronbach’s alpha score for
the ORS in this study was .73. Sabiston and Laschinger (1995) established face validity of the
ORS by pilot-testing the instrument prior to a study. Total structural empowerment is a sum of
all six subscale (from the three components) mean scores with a possible range of 6-30. Higher
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scores indicate higher levels of structural empowerment. Reliability for the total structural
empowerment score ranges from 0.62-0.85 (Smith et al., 2010). Reliability for the total
structural empowerment score in this study was .88.
Organizational commitment. The Organizational Commitment Questionnaire (OCQ)
(see Appendix G), modified from 15 items, is an 11-item survey using a 1-7 rating scale. The
OCQ was used to measure feelings an individual has about their involvement with an
organization for which they work. A higher score on the OCQ indicates a higher-level
commitment of the individual. The survey developers noted that convergent, discriminant and
predictive validity were evident, and construct validity was established using factor analysis
(Mowday et al., 1979). Internal consistency coefficients have ranged from .82 to .93 (Mowday et
al., 1979). Watson and Papamarcos (2002) calculated a Cronbach’s alpha of .88 in their study. A
more recent study also rated good internal consistency at .89 (Ulrich et al., 2010). The
Cronbach’s alpha for the OCQ in this study was .91. Each item is short in length, yet readability
is low due to a high-grade reading level of 10.2 reported using the Flesch-Kincaid calculator.
The items have equal representation for the total score due to the consistent scales for each item.
Items 8 and 11 are negatively phrased compared to positive phrasing of the other items.
Measurement error is likely to occur here because respondents may continue to answer as if the
items are positively worded.
Turnover intent and actual job turnover. Turnover intent was a single-item question
asking the following: “Do you plan to leave this facility in the next year?” using a six-point
continuum of responses from “Not at all” to “I surely do” (see Appendix H). Actual job
turnover is a nominal measure of 13 values that describe the participant’s employment status (see
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Appendix H). Values represent a mix of labels from employed, resigned, completed the
residency, terminated, or dropped from the residency. The employment status also includes a
date if the participant resigned, was terminated, or dropped out of the residency. These
measurements fully capture the construct but have the potential for measurement error, as selfreports of turnover intent may not reflect actual turnover. However, because the participants as
well as their place of work are anonymous, the method of measurement is appropriate.
Data Collection
The Versant® Center for Advancement of Nursing (Vcan®) is a not-for-profit
organization created by Versant Holdings, LLC to manage the collection and storage of survey
data on nurse residency participants enrolled in Versant Residency Programs. Data collected
since 1999 are housed in the VND. Data collection procedures are controlled through the office
of Vcan. Versant Residency programs were originally part of a research project to facilitate the
transition of NLRNs into professional practice (Ulrich et al., 2010). Ethical standards were met
in the collection of all data. Even though continued data collection from Versant Residency
Programs is not now associated with a specific research project, Ulrich et al. (2010) report that
initial research and data collection protocols (including confidentiality) continue to be
maintained. Data submitted from Versant member institutions is only included in the national
database if it meets these criteria.
In the initial years of the Versant Residency Program, data were imputed manually. But
now, each participant is granted access to Versant Voyager®, a web-based system that, among
other functionalities, includes data collection. In the beginning of the residency, participants are
provided training sessions and training guides to learn the system. Versant Voyager allows the
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nurse resident to self-evaluate using multiple instruments. The Versant Voyager program also
allows preceptors to evaluate, in real time, individual RN residents’ performance. Among those
instruments are the surveys and questionnaires used in this study. Throughout the program,
participants are required to enter Versant Voyager and complete the measurements at predesignated intervals. Metrics used in this study are captured at week 12, week 22 (end of
immersion period), month 12, and annually for five years. The metrics used during the
immersion period are open for seven days prior to and after the week. Annual metrics are based
on the start date and are open for 30 days prior to and after the designated month. With the
implementation of the computerized system, the need for manual or paper-based data collection
was eliminated. In addition, the Versant Voyager system allows hospitals immediate access to
resident progress and program outcome evaluation.
The de-identified data for this study was provided by a data specialist of Vcan in a
Statistical Package for the Social Science (SPSS) data file. A request for data was submitted (see
Appendix I). The database was stored on a password-protected computer with access limited to
the researcher, dissertation chair and statistician.
The study model required that data be captured at progressive time intervals in order to
meet the temporal criterion for causality (Polit & Beck, 2017) and evaluate the potential causal
relationships on one another (Figure 3). The measures related to the antecedent concepts of
interest (autonomy, group cohesion, competence, job satisfaction, and structural empowerment)
were collected at the end of the immersion period (approximately 22-24 weeks). In order for
these antecedent variables to determine prediction of organizational commitment, a measurement
of the OCQ at a further time interval (1 year from the start of the residency) was provided. To
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determine organizational commitment’s effect on turnover intent, the turnover intent measure
was provided from the same time interval as the OCQ. The researcher felt these measures
should be provided from the same time period because a measure of organizational commitment
could immediately determine an individuals’ intent to leave a job in the next year. Finally, for
turnover intent to predict actual job turnover, data were provided of the residents’ employment
and turnover status at an even further time point (2 years from start of the residency).
End of Immersion
Period
(22-24 weeks)

Month 12

Month 24

(1 year from start of
residency)

(2 years from start
of residency)
• Employment/Turnover Status

• Autonomy (SPNA)
• Group Cohesion (GJS)
• Competence (Slater tool)
• Job Satisfaction (NJSS)
• Structural Empowerment (CWEQ-II)

• Organizational Commitment
(OCQ)
• Turnover Intention Scale

Figure 3. Time Intervals for Study Measures
Analysis
Data screening was performed first, after which assumptions were tested. Sample
descriptives were also computed. Because the actual turnover in the model is a binary variable,
Mplus 7.4 (Muthén & Muthén, 2015) was used to conduct the path analysis of the hypothesized
model. All variable descriptive analyses were conducted in SPSS (24.0).
Procedures to Enhance Control
Prior to assumption testing, missing data analyses were conducted in SPSS. Missing data
are a common issue among large datasets and therefore must be dealt with accordingly.
McDonald and Ho (2002) report missing data are ignorable if data are missing completely at
random (MCAR). When data are MCAR, the indication is made that the probability of missing
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data on one variable is unrelated to itself and other variables in the data set (Allison, 2001).
Dummy variables (missing vs. present) were created for all continuous variables in the model.
One-way analyses of variance were conducted to see if there was significant difference between
the missing and present groups in each of the variables in the model. Results of all tests were
non-significant and MCAR was assumed. Listwise deletion of the missing data was then
performed during remaining analyses. As a result of the MCAR assumption and subsequent
listwise deletion, the data were considered a simple random sub sample of the original dataset
(Allison, 2002).
Assumption testing revealed non-normality for the residual distribution. No
multicollinearity was present among the antecedent variables. Weighted least squares (WLS)
estimation procedure was deemed appropriate due to its necessary use when the condition of
multivariate normality is not met (Muthén, 2004). All variables of interest except employment
status, which is dichotomous, are continuous measures. Muthén (1984) indicates WLS is a
robust estimator approach that allows for a combination of continuous and categorical dependent
variables while analyzing multiple groups.
Results
Variable Descriptive Statistics
Descriptive statistics and correlation coefficients were calculated for continuous
independent and dependent variables of interest (Table 5). The average scale score for autonomy
using the SPNA was 86.57 (SD = 10.39) indicating a moderate level of autonomy experienced by
this sample. The group cohesion mean from the GJS was 35.24 (SD = 5.45). As lower scores on
GJS indicate higher levels of group cohesion, this score represents much lower group cohesion in
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this sample. Competence, using the Slater tool, had a mean of 3.96 (SD = 0.62) and job
satisfaction, using the NJSS, had a mean of 3.75 (SD = 0.40). Both of these scores indicate the
participants experienced higher levels of job satisfaction and competence in their work. The
participants also rated higher levels of total structural empowerment at the end of the immersion
period (M = 22.13, SD = 3.13). Organizational commitment, using the OCQ, had a mean of 5.46
(SD = 1.07) indicating moderate levels of commitment for this sample.
Table 5
Variable Descriptives and Correlation Matrix
Correlations between variables
Autonomy GC Competenc
JS
StEm
OC
e
Autonomy
86.57 (10.39) GC
35.24 (5.45)
.19**
Competence
3.96 (0.62)
.39**
.25**
JS
3.75 (0.40)
.29**
.45**
.27**
StEm
22.13 (3.13)
.37**
.47**
.30**
.44**
OC
5.46 (1.07)
.16**
.29**
.16**
.31**
.32**
TOI
2.00 (1.36)
-.10*
-.20** -.11**
-.24** -.25** -.43**
TO
1.08 (0.28)
.05
-.01
-.03
.03
.01
.03
GC = Group Cohesion; JS = Job Satisfaction; StEm = Structural Empowerment; OC =
Organizational Commitment; TOI = Turnover Intent; TO = Actual Job Turnover
**Correlation is significant at the 0.01 level (2-tailed).
*Correlation is significant at the 0.05 level (2-tailed).
Variable

Mean (SD)

TOI TO

-.02

Turnover intent was low as indicated by a mean score of 2.00 (SD =1.36). At two years
from the start of the residency, 91.7% (n = 1373) of the sample remained employed while 8.3%
(n = 125) had resigned from the organization. All continuous variables were significantly
correlated with each other, although none were highly correlated. Group cohesion had moderate
positive relationships with job satisfaction and structural empowerment. Structural
empowerment and job satisfaction also had a moderate positive correlation. Turnover intent had
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weak, negative correlations with all other variables except organizational commitment. There
was moderate negative relationship between organizational commitment and turnover intent.
Actual job turnover had non-significant weak correlations with all variables.
The Path Model
The results showed that the proposed path model was not a good fit for this sample of
Versant data, χ2 (11) = 33.84, p < .001, RMSEA = .06 (90% CI = .04-.08), CFI = .87, TLI = .79.
The Chi-square test of model fit value of 33.84 (df = 11) was statistically significant (p = .000)
therefore failing this fit test. However, this goodness-of-fit index is inflated and routinely
rejected with larger sample sizes (Brown, 2006). According to Hu and Bentler (1999), multiple
indices should be used. Acceptable model fit can be defined by the following criteria: RMSEA
is close to .06 or below, CFI and TLI are close to .95 or greater. Based on such criteria, the
hypothesized model was rejected. However, an examination of the model paths and the residuals
provided informative descriptive information related to this Versant sample data.
Unstandardized path coefficients and their standard errors, in parenthesis, are presented
in Figure 4, while all model results are provided in Table 6. Two out of the five antecedent paths
were not statistically significant (autonomy, competence). The path coefficients for the
antecedent variables were all low (< 0.1), except job satisfaction. Job satisfaction was the
strongest path in the model, followed by organizational commitment. Organizational
commitment was a significant predictor of turnover intent. Due to the non-significant path
between turnover intention and actual job turnover, none of the indirect and total effects were
significant for all variables on actual job turnover. R-squared results were used to evaluate the
level of variance explained by variables in the model. Organizational commitment explained
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14.7% of the variance (R2 = 0.15, p < 0.001). Turnover intent explained 14.7% of the variance
(R2 = 0.15, p < 0.001). Turnover intent was not a statistically significant predictor of actual job
turnover and actual job turnover did not explain any variance in the model (R2 = 0.000, p = .93).
Due to autonomy and competence not having a significant effect on organizational
commitment, hypothesis one was not supported. The coefficient between organizational
commitment and turnover intent was -.464 and statistically significant (p < .05). This result
supports hypothesis two. The path coefficient between turnover intent and actual job turnover
was .009 and not statistically significant (p = .86). As a result, hypothesis three could not be
supported.

Figure 1. Unstandardized path estimates and standard errors of the proposed path model.
Dashed lines indicate non-significance path estimates. SPNA= Schuztenhofer Professional
Nursing Autonomy Scale; GC= Group Judgment Scale; Slater=Slater Nursing Competencies
Rating Scale; NS= Nursing Job Satisfaction Scale; StE= Conditions for Work Effectiveness-II
Scale, Job Activities Scale, and Organizational Relationships Scale; OCQ= Organizational
Commitment Questionnaire; TOI= Turnover Intention Scale; Status= Resident Employment
Status.
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Table 6
Model Results
Estimate
UNSTD
Autonomy- OC
0.00
Group Cohesion- OC
0.02
Competence- OC
0.04
Job Satisfaction- OC
0.57
Structural empowerment- OC 0.06
OC- TOI
-0.46
TOI- Actual Job turnover
0.01

S.E.
0.01
0.01
0.08
0.13
0.02
0.04
0.05

STD
0.01
0.12
0.02
0.19
0.16
-0.38
0.01

S.E.
.04
.04
.04
.04
.04
.03
.07

Est./S.E. p-value
0.14
2.68
0.54
4.32
3.74
-11.55
0.17

0.89
0.01
0.59
0.00
0.00
0.00
0.86

UNSTD= unstandardized; STD= standardized; OC= Organizational Commitment;
TOI= Turnover Intent.
Discussion
The intent of this study was to examine factors associated with organizational
commitment in NLRNs who have participated in a NLRN residency program, while further
examining organizational commitment’s effect on turnover intent and actual job turnover. Bratt
and Felzer (2012) developed a framework of antecedent variable paths to organizational
commitment in their study of NLRNs. In making recommendations for future research, Bratt
and Felzer indicated the need to explore other predictive variables of organizational commitment
in NLRNs. Particularly, work environment factors such as empowerment, organizational culture,
and engagement were recommended. Therefore, the first hypothesis of this study was to
determine the effect the antecedent variables of autonomy, group cohesion, competence, job
satisfaction, and structural empowerment had on organizational commitment. Supporting
Brunneto et al. (2011) findings, a significant relationship was identified in this study between
autonomy and organizational commitment. However, autonomy did not have a significant effect
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on organizational commitment as evidenced through the path analysis. A possible explanation
was the SPNA scale utilized in this study focused more on professional autonomy, which is
different from clinical autonomy. Newly licensed registered nurses may experience larger
variations in their clinical autonomy (independent decision-making during patient care) rather
than professional autonomy (members of the organization and profession) during the initial
transition to practice. Patient care is one of the first aspects of nursing an NLRN encounters.
Therefore, a NLRNs perception of professional autonomy may not have fully developed at the
time of the measurement (22-24 weeks). Also, the SPNA scale is three decades old and the
researcher has noted some inconsistencies in the scale compared to current nursing practice and
work environments.
This was the first known study to examine the effect group cohesion had on
organizational commitment in NLRNs. The findings revealed that group cohesion was a weak
predictor of organizational commitment, but the two variables did correlate significantly which
supports the findings in Sourdiff’s (2004) study. It is worth noting that group cohesion had
moderate level relationships with job satisfaction and structural empowerment, possibly
indicating that experiences of being in a cohesive group leads to satisfaction on the job and an
individual’s positive perception of the empowerment structures.
Competence did have a weak, significant relationship with organizational commitment,
but was not a significant predictor. Only one other study examined the prediction of competence
on organizational commitment in NLRNs (Bratt & Felzer, 2012). Bratt and Felzer’s findings
were congruent with the present study as they found competence did not significantly predict
organizational commitment. Both measures were self-reported by the residents. A self-report
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could cause such problems as social desirability or transient mood state (responses affected by
mood of individual) when responding to the items, resulting in bias (Podsakoff & Organ, 1986).
Also of interest was the significant correlation and high level of prediction between job
satisfaction and organizational commitment found in this study, which supports previous
research on the relationship in NLRNs (Bratt & Felzer, 2012; Choi & Kim, 2014). The path
between the two variables was the strongest predictor of all the antecedents. Job satisfaction is
often considered a major factor in a nurse’s decision to stay or leave a job. As such, the job
satisfaction variable is likely to be a starting place for refining the model.
Structural empowerment was a significant, yet low predictor of organizational
commitment in NLRNs. Smith, Andrusyszyn, and Laschinger (2010) reported similar findings
of structural empowerment’s effect on organizational commitment in NLRNs. Structural
empowerment also had the highest correlations with other variables in the study indicating the
importance access to certain structures (opportunities, information, support, resources) may be to
NLRNs in the transition to practice.
In looking at the variables that were hypothesized to predict organizational commitment,
a few points should be noted. Even though autonomy and competence did not significantly
predict organizational commitment, this does not imply that these variables are not important in
developing a NLRNs organizational commitment. Autonomy is considered an important aspect
of healthy work environments and the continued development of competence is often facilitated
by organizations; however, this may be indicated for experienced nurses. Yet, NLRNs may be
experiencing an internal struggle to develop their own autonomy and competence, and not
perceive the organization to play a significant role (i.e. what can the organization do for me
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mentality) during this stage in their transition (22-24 weeks). Therefore, NLRNs are likely to
have a different perception of commitment to an organization. There is also the likelihood that,
since the data is secondary, measurement error occurred. Error could have resulted during data
collection and entry. It is also important to note the implications of nurse residency programs
effect on turnover. The significance of the studied antecedent variables on organizational
commitment may be related to the experience of the nurse residency program. In turn, the
positive effect organizational commitment has on turnover intent, regardless of actual turnover,
indicates potential positive outcomes for organizations.
The second hypothesis for this study was to determine if organizational commitment
predicted turnover intent. Previous studies revealed that organizational commitment and
turnover intent were both correlated while confirming the prediction of organizational
commitment in turnover intent (Beecroft et al., 2008; Ishihara et al., 2014; Nei et al., 2015;
Sourdiff, 2004). Therefore, it was not surprising to see similar findings in the current study. The
correlation and prediction between the two is negative, continuing to indicate that as individuals
experience higher levels of organizational commitment their intent to leave the organization
decreases.
The third hypothesis was to test whether turnover intent had a significant effect on actual
job turnover. This study is the only one known to examine turnover intent’s prediction of actual
job turnover in NLRNs within the context of a nurse residency program. Although the findings
indicated turnover intent was not a significant predictor of actual job turnover, several
implications were made. This sample of a nationally known residency program only had an
8.3% turnover rate as compared to reported rates of 5-40% (Cho, Lee, Mark, & Yun, 2012;
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Kovner, Brewer, Fatehi, & Jun, 2014; Nei, Snyder, & Litwiller, 2015; Trepanier, Early, Ulrich,
& Cherry, 2012; Ulrich et al., 2010; Unruh & Zhang, 2014), which illustrates the success nurse
residency programs can provide. While not advocating for a specific program, the study
supports the effectiveness of standardized residency programs and the positive return on
investment for organizations. Another implication for the non-significant finding was that some
individuals scoring high on turnover intent did not actually leave within the next year.
Strengths and Limitations
The study has several notable strengths. A major strength is the national database from
which the data were obtained. Analysis of this dataset allowed access with minimal expense to a
large sample of NLRNs from all over the United States, while greatly minimizing the time
normally taken for data collection, analysis and presentation of findings in a longitudinal study.
There is also the strength of addressing gaps in the literature. The research study
discovered a new predictor of organizational commitment, a future research need identified in a
study by Bratt & Felzer (2012). Group cohesion had not been previously studied as predictor of
organizational commitment. Other predictors that were significant in this study (job satisfaction
and empowerment) had been previously detected as predictors of organizational commitment.
The model not only predicts organizational commitment and job turnover, but in the context of a
nurse residency program. This has not been found in a previous study. In addition, using a
multivariate approach inherently strengthens the study because the approach allows for
explanation of complex relationships among multiple correlated variables. There is also an
advantage to using path analysis. One can address causal assumptions and evaluate direct and
indirect effects of variables.
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There are limitations related to the internal and external threats to validity, which include
attrition, instrumentation, and generalizability. Attrition was a threat because some participants
entered measurement data at the end of the immersion period, but did not complete the
measurements at all time points. It was evident in the data analysis phase that participant
responses decreased greatly at the 12-month and 24-month time frames. While this might have
been a perceived threat, it was controlled due to the remaining large sample size after eliminating
missing values. Instrumentation effects were also a limitation of the study, as the instruments
used and operational definitions of the variables were predetermined by Versant. The data set,
obtained from Versant-only nurse residencies, limits the generalizability of the findings to only
nurse residency programs of the Versant group. However, considering that Versant Residency
Programs are spread across the United States and the demographics include a diverse sample of
participants, the findings are promising.
Recommendations
After completing this study, it is evident that several areas need further research.
Looking at differences in the antecedent variables and organizational commitment over time,
developing a parsimonious model with other variables, and evaluating turnover at further
intervals are all areas worth studying. The context of the nurse residency program provides a
smoother transition to practice for NLRNs so measuring variables of interest at the completion of
the immersion experience may influence the response. At this point, NLRNs may not have had
the experience of caring for multiple complex patients on their own. Duchscher (2008) wrote
about the yearlong transition shock that NLRNs face. The peak of this shock occurs around the
time of the endpoint of the immersion experience in this study (22-24 weeks). Therefore, this
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warrants studying each variable from this study over multiple time frames to determine if any
significant differences exist.
The model in this study did not result in a perfect fit implicating the need to look at other
antecedent variables and their effects on organizational commitment. The goal is to develop a
more parsimonious model. Versant collects data on 15 metrics. Other variables of interest
identified in the literature, such as Magnet® designation, person-environment fit, and motivation
are worth studying to determine the impact on organizational commitment. Finally, it is worth
studying the effect NLRNs organizational commitment has on turnover at further time points (24
months and 36 months) to see if there is significant variance.
Summary
The nursing shortage, due in part to job turnover, is a global problem and significant
threat to international health. A literature review revealed that while factors that impact
organizational commitment had been studied individually, a comprehensive model had not been
developed. It was also important to continue to understand the relationship between
organizational commitment and turnover. This exploratory study of multiple variables within the
context of a nurse residency program provided much needed insight into the prediction of
organizational commitment and turnover in newly licensed registered nurses. Findings can
provide organizations with important information to foster the needs of NLRNs and potentially
invest in developing nurse residency programs. Nurse researchers can further utilize these
findings to discover the complex nature of organizational commitment and turnover.
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Chapter 5
Summary and Conclusion
In the coming years, the nursing shortage is expected to continue to rise (Ishihara,
Ishibashi, Takahashi, & Nakashima, 2014). This shortage is further exacerbated by the issue of
job turnover stemming from multiple issues in the workplace. One population of nurses is
especially vulnerable to changes in the workplace, newly licensed registered nurses (NLRNs).
Not only does this group experience the reality of the shortage, but they also experience the
often-tumultuous transition to practice. The many psychosocial experiences endured within the
first year of practice results in a high level of turnover (Duchscher, 2008). The result of this
turnover causes a significant impact on an organization. Nurse residency programs were
designed to help NLRNs transition to practice, increase competence and confidence, and result in
positive outcomes for the organization. These issues were the driving force behind this
dissertation.
Because NLRNs face pressure to develop and maintain competence while providing
quality care, the researcher determined the need to explore the concept of competence and its
relevance to quality care (Church, 2016). Through further reflection and exploration of the
literature, a gap was identified related to organizational commitment (Bratt & Felzer, 2012). The
researcher determined that although organizational commitment had been studied in other
populations, the level of evidence and literature in the population of NLRNs was not known.
Therefore, studies within the last five years were evaluated and themes related to the nature of

87

organizational commitment were presented. Finally, in bringing together the concepts identified
in the previous manuscripts, the researcher developed a study to determine the effects of
antecedent variables (competence included) on organizational commitment. In developing the
focus of this initial research program, the researcher identified turnover in NLRNs as having a
significant impact on organizations, the profession, and patients. Consequently, organizational
commitment’s effect on turnover became the end point for this study. In summary, the body of
research developed in this dissertation provides a substantial contribution to nursing workforce
research. Other researchers, nursing leaders, and practitioners will benefit from knowing more
about the complex nature of organizational commitment and turnover in the vital health human
resource of NLRNs.
The researcher plans to continue the research related to nurse residency programs. The
researcher supports the development and progression of nurse residency programs in the nursing
profession and seeks to discover more related to the outcomes of these programs. Versant
National Database is an extensive database and the researcher plans to initially work on
developing other research questions related to the collected variables. The researcher has also
considered a post-doctoral opportunity related to this area of research. In the near future, smaller
grants will be sought in order to help offset the cost of statistical software needed to analyze
large datasets and for dissemination of research nationally. Dissemination of these research
findings will take place later this year at the Versant Client Conference as agreed to prior to
starting the study.
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Appendix B: Schutzenhofer Professional Nursing Autonomy Scale
The following items describe situations in which a nurse must take some action that
requires the exercise of professional nursing judgment. You are asked to respond to each
item according to how likely you would be to carry out the action in each item. Please
respond to each item even if you have not encountered such a situation before. Use the
following scale in responding to the items.
1 = very unlikely of me to act in this manner
2= unlikely of me to act in this manner
3 = likely of me to act in this manner
4 = very likely of me to act in this manner
Select the number after each situation that best describes how you would act as a nurse.
There are no right or wrong answers.
For each item below, select the appropriate response.
Very
unlikely
1

1
3

4
5
6
8

9

10
11

12
13

14

Develop a career plan for myself and regularly
review it for achievement of steps in the plan
Voice opposition to any medical order to discharge
a patient without an opportunity for nursing followup
Initiate clinical research to investigate a recurrent
clinical nursing problem
Refuse to administer a contraindicated drug despite
the physician’s insistence that the drug be given
Consult with the patient’s physician if the patient is
not responding to the treatment plan
Evaluate the hospitalized patient’s need for home
nursing care and determine the need for such a
referral without a medical order
Accept a temporary assignment to a unit even if I
lack the education and experience to work in that
unit
Propose changes in my job description to my
supervisor in order to develop the position further
Answer the patient’s questions about a new
medication or a change in medication before
administering a drug, whether or not this has been
done previously by the physician
Institute nursing rounds
Withhold a medicine that is contraindicated for a
patient despite pressure from nursing peers to carry
out the medical order
Consult with other nurses when a patient is not
responding to the plan of nursing care
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Unlikely

Likely

2

3

Very
likely
4

15
17

18

19

20

21

22
23

24

25
26

27
28
31
32

Routinely implement innovations in patient care
identified in the current nursing literature
Promote innovative nursing activities, like followup phone calls to recently discharged patients, to
evaluate the effectiveness of patient teaching
Assess the patient’s level of understanding
concerning a diagnostic procedure and its risk
before consulting with the patient’s physician if a
patient has questions about the risks of the
procedure
Assume complete responsibility for my own
professional actions without expecting to be
protected by the physician or hospital in the case of
a malpractice suit
Develop effective communication channels in my
employing institution for nurses’ input regarding
the policies that affect patient care
Make appropriate in-house referrals to social
service and dietary if my assessment of the patient
indicates such a need
Develop and refine assessment tools appropriate to
my area of clinical practice
Record in the chart the data from my physical
assessment of the patient to use in planning and
implementing nursing care
Initiate discharge planning concerning the nursing
care of the patient, even in the absence of medical
discharge planning
Report incidents of physician harassment to the
appropriate manager or administrator
Offer input to administrators concerning the design
of a new nursing unit or the purchase of new
equipment to be used by nurses
Complete a psychosocial assessment on each patient
and use this data in formulating nursing care
Adapt assessment tools from other disciplines to use
in my clinical area
Initiate referrals to social service and dietary at the
patient’s request
Write nursing orders to increase the frequency of
vital signs of a patient whose condition is
deteriorating even in the absence of a medical order
to increase the frequency of such monitoring
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Appendix C: Group Judgment Scale
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Appendix D: Slater Nursing Competencies Rating Scale
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Appendix E: Nursing Job Satisfaction Scale
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Appendix F: Structural Empowerment Measures
Conditions for Work Effectiveness Questionnaire-II (CWEQ-II)
1- None

Opportunities- How much of each of kind of
opportunity do you have in your present job?
Challenging work

3-Some

5- A Lot

1

2

3

4

5

The chance to gain new skills and knowledge on the
job
Tasks that use all of your own skills and knowledge

1

2

3

4

5

1

2

3

4

5

Information- How much access to information do
you have in your present job?
The current state of the hospital

1-No
Knowledge
1

2

3-Some
Knowledge
3

4

5- Know
A Lot
5

The values of top management

1

2

3

4

5

The goals of top management

1

2

3

4

5

Support- How much access to support do you
have in your present job?
Specific information about things you do well

1-None
1

2

3

4

5

Specific comments about things you can improve

1

2

3

4

5

Helpful hints or problem solving advice

1

2

3

4

5

Resources- How much access to resources do you
have in your present job?
Time available to do necessary paperwork

3-Some

1- None

5-A Lot

3- Some

5-A Lot

1

2

3

4

5

Time available to accomplish job requirements

1

2

3

4

5

Acquiring temporary help when needed

1

2

3

4

5

Job Activities Scale (JAS)
1-None

In my work setting/job:

3-Some

5-A Lot

The rewards for innovation on the job are

1

2

3

4

5

The amount of flexibility in my job is

1

2

3

4

5

The amount of visibility of my work-related
activities within the institution is

1

2

3

4

5

Organizational Relationships Scale (ORS)
1-None

How much opportunity do you have for these
activities in your present job?

3-Some

5-A Lot

Collaborating on patient care with physicians

1

2

3

4

5

Being sought out by peers for help with problems

1

2

3

4

5

Being sought out by managers for help with
problems

1

2

3

4

5
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Seek out ideas from professionals other than
physicians, e.g., Physiotherapists, Occupational
Therapists, Dieticians

1

116

2

3

4

5

Appendix G: Organizational Commitment Questionnaire
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Appendix H: Turnover Intention Scale and Resident Employment/Turnover Status
Turnover Intention Scale
Do you plan
1 Not at all
to leave the
2
facility within
3
the next year?
4
5
6 I surely do

Value
1
2
3
4
5
6
7
8
10
11
12
14
16

Resident Employment/Turnover Status
Label
Employed & in residency
Employed & dropped from residency
Employed & restarted in residency
Did not complete residency-terminated by
facility
Did not complete residency-employee
resigned
Entry error-Corrected
Completed residency-employed
Completed residency- employee resigned
Completed residency- terminated by facility
Completed residency/Resigned/Rehired
Completed Residency/Termed/Rehired
Pre Versant Comparison Group/Resigned
Did not complete residency- returned to
original unit
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Appendix I: Request for Data
Coincides with
Versant’s mission
Statement. [a brief
statement how your
work coincides with
Versant’s mission]
Topic or Title
Key Concepts. Narrow
the topic in order to
create the research
problem statement or
question
Identify the problem
Problem Statement

Research question(s)

Hypotheses

Research purpose or
goal

Versant’s mission is fundamentally improving patient safety through
developing and sustaining professional nursing organizations … One Nurse at
a Time®

Analyzing the Intricacies of Organizational Commitment and the Effect on
Turnover in Nurse Residents
Organizational commitment, turnover intent, actual turnover, group cohesion,
job satisfaction, empowerment, competence, autonomy

The nursing shortage is a global health issue. It is exacerbated by the increased
turnover of nurses in organizations/hospitals, especially in newly graduated
nurses. Turnover leads to poor quality of care. Nurse residencies have been
shown to increase organizational commitment and job satisfaction in newly
graduated nurses leading to lower turnover.
What are the individual relationships between autonomy, competence, group
cohesion, empowerment, job satisfaction, and organizational commitment?
What is the relationship between organizational commitment and turnover
intent? What is the relationship between turnover intent and actual turnover?
(Ha1)- In newly licensed RN residents, autonomy, competence, job
satisfaction, empowerment, and group cohesion explain variation in
organizational commitment; (Ha2)- In newly licensed RN residents,
organizational commitment explains variation in turnover intent; (Ha3)- In
newly licensed RN residents turnover intent explains variation in actual
turnover.
The purpose of this study is to determine the effects autonomy, competence,
group cohesion, empowerment, and job satisfaction have on organizational
commitment and subsequently turnover intent and actual turnover.

Review of the Literature
References &
Beecroft, P.C., Dorey, F., & Wenten, M. (2008). Turnover intention in new
Comments
graduate nurses: A multivariate analysis. Journal of Advanced
[minimum of three
Nursing, 62(1), 41-52. doi: 10.1111/j.1365-2648.2007.04570.x
potential references]
Bratt, M.M., & Felzer, H.M. (2012). Predictors of new graduate nurses’
organizational commitment during a nurse residency program.
Journal for Nurses in Staff Development, 28(3), 108-119. doi:
10.1097/NND.0b013e31825515c4
Nei, D., Snyder, L.A., & Litwiller, B.J. (2015). Promoting retention of nurses:
A meta-analytic examination of causes of nurse turnover. Health Care
Management Review, 40(3), 237-253. doi:
10.1097/HMR.0000000000000025
Ulrich, B., Krozek, C., Early, S., Ashlock, C., Africa, L., & Carman, M.
(2010). Improving retention, confidence, and competence of new
graduate nurses: Results from a 10-year longitudinal database.
Nursing Economic$, 28(6), 363-375.
Methodology & Design
Sampling [identify the
2011 cohort
population, sample size, Sample size will be determined after approval of proposal, IRB approval, and
strategy to obtain]
data set obtained.
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Data analyst at VCAN will provide data in an SPSS data file

Measures [what you’re
going to measure and
how]

Design
Planned Data Analysis
Description of data
analysis
Dissemination
Dissemination plan
[e.g. Journal articles,
conferences, posters,
presentations, other]
Other
Human rights/IRB
Approval Needed
Any other information
you’d like the Research
team to be aware of
regarding your project

Autonomy (Schutzenhofer Professional Nursing Scale); Competence (Slater
Nursing Competencies Rating Scale); Group Cohesion (Group Cohesion
Scale); Job Satisfaction (Nurse Job Satisfaction Scale & Work Satisfaction
Scale); Empowerment (Conditions for Work Effectiveness Questionnaire);
Organizational Commitment (Organizational Commitment Questionnaire);
Turnover Intent (Versant Turnover Intent Scale); Actual Turnover (Turnover
Data from Versant). End of residency (22-24 weeks) measures for autonomy,
competence, group cohesion, empowerment, and job satisfaction. 12-month (1
year from start of residency) measures for organizational commitment and
turnover intent. 1-year actual turnover (2 years from start of residency)
measures.
Retrospective correlational
Path analysis using SPSS to determine indirect, direct, and total effects of
variables
Plan to compile an article out of research findings to a management journal
(i.e. JONA, JNM). I want to present at Magnet conference or other leadership
conference. I plan to present findings at Versant conference. I also plan to
submit abstract for poster presentation at other pertinent conferences.
X- Yes
 No
No sources of funding
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